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ABSTRACT 
 
BACKGROUND In the U.S., more than two-thirds of college and university 
students report gambling in the past year. Although most U.S. college students 
gamble without experiencing clinically significant symptoms, they do experience 
more problems compared to more mature adult populations. It is estimated that 
16.3% of U.S. college students experience clinical or subclinical gambling 
disorder. Gambling disorder is a serious mental health problem on college 
campuses with the potential for negative academic, financial, and mental health 
outcomes. This study is only the second to assess college gambling policies in the 
U.S. and the first to assess college gambling policies at two time-points. 
METHODS To gather gambling policies and supporting web-based materials, I 
completed extensive searches of websites for 117 U.S. colleges and universities. I 
assessed each school’s policies and supporting web-based materials using a 
modified version of Shaffer et al.’s (2005) gambling policy assessment. The 
 vi 
policy-coding instrument includes questions about state-level gambling 
characteristics, school-level characteristics, school gambling policies, and 
implementation of the Task Force on College Gambling Policy’s 2009 
recommendations.  
RESULTS A previous assessment of gambling policies among this sample of U.S. 
colleges and universities found that only 25 had a gambling policy. By the 
beginning of the 2016-17 academic year, a review of each college and university’s 
policies revealed that 82 colleges and universities (70.1%) now have a gambling 
policy, representing a 228% increase. This follow-up assessment further explores 
college and university gambling policies by reviewing the location and scope of 
those policies, plus whether certain state or college/university characteristics are 
associated with having a gambling policy in 2017. 
CONTRIBUTION In addition to the study findings, I provide college and 
university health practitioners with a guide to assess, select, and implement 
problem gambling policies and programs that are responsive to their campus 
needs based on SAMHSA’s Strategic Prevention Framework. 
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Chapter 1. Background and Significance 
1.1 Introduction 
 For most emerging adults between the ages of 18-25 years, attending and 
living at a college or university is the first time they live on their own for an 
extended period (1). Being away from their parents or legal guardians provides 
emerging adults with newfound independence, yet they still remain somewhat 
reliant on parents or guardians and college administrators for support. Students 
who are not prepared to manage the challenges and risks posed by the campus 
environment might run into academic, financial, health, or other personal 
problems.  
Campus culture exposes students to a variety of risks including substance 
use and gambling during a particularly vulnerable time in their lives. First-year 
students at colleges and universities report heavy amounts of stress and a variety 
of mental health issues (2). Many students come to school ill-prepared to face 
these challenges, and colleges and universities need to provide proper 
programming and policies to support them. Otherwise, left vulnerable, these 
students might turn to unhealthy behaviors as an outlet for the stress and mental 
health problems in their lives. This part of the campus culture conflicts directly 
with the mission of colleges and universities to educate and prepare students for 
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life after they graduate. To combat this culture, it is imperative that colleges and 
universities develop and implement comprehensive health policies and 
programming.  
1.1.1 Gambling overview 
Defining gambling. Gambling can best be defined as placing something of 
value, a wager, on an unknown outcome that depends on some combination of 
chance or skill when the probability of winning is less than certain (3). As figure 
1.1 shows, legalized gambling in the United States began with pari-mutuel 
betting (e.g., horse and greyhound racing, jai alai) in 1871 (4). That remained the 
only form of legal gambling until 1931 when charitable gambling (e.g., bingo) 
was legalized (5). Casino gambling (e.g., casinos, racinos, poker rooms, slots 
parlors) began with Las Vegas’s El Rancho resort hotel casino in 1941, followed 
in 1949 with the legalization of sports betting in Nevada (6). Presently, there are 
only three other states where sports wagering is legal: Delaware, Montana, and 
Oregon (7). State governments seeking to raise revenue reestablished 
government-sponsored gambling such as lotteries, starting with New Hampshire 
in 1964 (8, 9). Fantasy sports betting, which began in the late 1950’s with golf (10), 
became popular in the 1980’s with the introduction of rotisserie leagues (11). By 
2000, many of the major sports media websites were hosting free season-long 
3 
 
 
 
fantasy sports leagues in each of the major U.S. sports. Although media-
sponsored, season-long fantasy sports does not allow formal betting, it does 
provide a platform for informal betting among friends, family, and colleagues at 
work. By 2012, both FanDuel and Draft Kings had launched daily fantasy sports 
leagues (10, 12, 13). 
Figure 1.1. Timeline of gambling expansion in the United States 
 
There are also many forms of gambling which happen outside formal 
institutions such as betting on sporting events in an office pool, betting with 
friends on the outcome of season-long fantasy sports leagues, and betting on 
games of skill like golf or billiards. Though gambling in some form has been 
around since America was first settled, legalized gambling really moved into the 
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mainstream in the 1960’s with the introduction of state lotteries and gathered 
momentum in the late 1970’s with casinos expanding into New Jersey (14).  
Opportunities to gamble. During the past 40 years, legalized gambling has 
proliferated across the United States, greatly increasing the public’s access to 
various forms of gambling (15). This expansion also has increased exposure to 
gambling opportunities among vulnerable populations. In 1974, when the 
Commission on the Review of the National Policy Toward Gambling completed 
its study, Nevada was the only state with casinos, Nevada and New York were 
the only states where off-track wagering was legal, and only 13 states had state-
run lotteries. Compare that to 1998 when the Gambling Impact and Behavior 
Study showed a tenfold increase in gambling in the preceding decade, with 21 
states having casinos and 37 sponsoring state-run lotteries (16).   
As figure 1.2 shows, by 2016 there were legal forms of gambling in 49 
states and the District of Columbia. The only state without gambling was Hawaii 
(17). Charitable gambling is legal in 48 states, state-run lotteries are present in 44 
states, daily fantasy sports are present in 40 states (18), pari-mutuel betting in 40 
states, and casinos in 40 states (17). There were 15,423 non-casino venues with 
electronic gambling devices in 7 states, 486 Tribal casinos in 28 states, 460 land-
based or riverboat casinos in 18 states, 350 cardrooms in 5 states, and 55 racinos 
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(i.e., racetracks with casinos) in 14 states (17).  
Internet gambling is currently illegal in most of the U.S., but this is 
beginning to change. In 2013, Delaware, Nevada, and New Jersey legalized 
Internet gambling, also known as igambling, for their residents (19). In 2016, the 
gambling landscape in the U.S. continued to evolve with eight states passing 
legislation formally legalizing daily fantasy sports, including Massachusetts and 
New York which have large numbers of college students (20, 21). Presently, 
several state legislatures, including Massachusetts, New York, and Pennsylvania, 
have taken preliminary steps to legalize Internet gambling (22-24).  
In 2015, total revenues at American Indian casinos reached $30 billion, 
compared to more than $38 billion for commercial casinos (17, 25). Government-
sponsored lotteries are probably the most popular form of gambling. During 
2013, U.S. states collected more than $64 billion dollars from lottery sales (26). 
  
 
 
6 
Figure.1.2. Availability of gambling in the United States, 2016. 
 
Source: American Gaming Association, Legal Sports Report, National Indian Gaming Commission, U.S. Census Bureau
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Defining problem gambling. For most adults, gambling is a form of 
entertainment. For an unfortunate few, however, gambling can become a 
maladaptive behavior that disrupts their health, relationships, and ability to 
fulfill important responsibilities at school or work. The American Psychiatric 
Association (APA) defined pathological gambling as an impulse control disorder 
in the third edition of The Diagnostic and Statistical Manual of Mental Disorders 
(DSM-III; 27). APA’s original criteria relied solely on the clinical experience of a 
small group of practitioners (28); the criteria were revised in DSM-III-R to be 
more consistent with those for substance dependence. In turn, these criteria were 
met with sharp criticism and a call for developing new science-based criteria (29), 
which led to the criteria outlined in the DSM-IV.  
The criteria were further revised in 2015 for DSM-V, moving pathological 
gambling from an impulse control disorder to a substance-related and addictive 
disorder (30), and changing the name of the disorder from pathological gambling 
to gambling disorder. DSM-V also removed the criterion “committed illegal acts 
such as forgery, fraud, theft, or embezzlement to finance gambling.” A review of 
the U.S. National Epidemiologic Survey on Alcohol and Related Conditions 
(NESARC) found that this criterion was the least likely to be endorsed among 
lifetime gamblers (0.04%), was only endorsed by gamblers with the most severe 
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problems, and did little to help identify gambling disorders (31). Simultaneously, 
DSM-V also reduced the threshold for diagnosing gambling disorder from five 
criteria to four (30).  
Currently, the American Psychiatric Association, Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5) defines pathological gambling as follows 
(30):  
“[A] persistent and recurrent problematic gambling behavior 
leading to clinically significant impairment or distress, as indicated 
by the individual exhibiting four or more of the following in a 12-
month period: needs to gamble with increasing amounts of money 
to achieve the desired excitement (i.e., tolerance); restless or 
irritable when attempting to cut down or stop gambling (i.e., 
withdrawal); repeated unsuccessful efforts to control, cut back, or 
stop gambling (i.e., loss of control); persistent thoughts of reliving 
past gambling experiences, handicapping or planning the next 
venture, or thinking of ways to get money with which to gamble 
(i.e., preoccupied); gambling when feeling helpless, guilty, anxious, 
or depressed (i.e., escape); after losing money gambling, often 
returning another day to get even (i.e., chasing); lying to conceal 
involvement with gambling (i.e., lying); jeopardized or lost a 
significant relationship, job, or educational or career opportunity 
because of gambling (i.e., risking relationships); relying on others to 
provide money to relieve desperate financial situations caused by 
gambling (i.e., bailout).”  
 
Gamblers are classified on a continuum according to the number of DSM-
V criteria they meet (30, 32). Individuals who meet four or five criteria are 
considered to have a mild gambling disorder; six or seven criteria, a moderate 
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disorder; and eight or nine criteria, a severe gambling disorder. Previously, the 
DSM defined pathological gambling as persistent and reoccurring (33), but with 
DSM-V, clinicians can identify the symptoms as either persistent or episodic (30). 
They also can specify if an individual is in early (i.e., 3-12 months) or sustained 
(i.e., > 12 months) remission (30). It is also worth noting that in gambling 
disorder research, gamblers who meet between one and three DSM criteria for a 
gambling disorder are referred to as subclinical or problem gamblers. 
Prevalence of gambling behavior. Increased opportunities to gamble 
during the past 40 years have brought changes in gambling prevalence. During 
1974, lifetime prevalence of gambling among U.S. adults was 68%, and past-year 
prevalence was not far behind at 61% (34). During 1998, the National Gambling 
Impact Study reported that lifetime prevalence of gambling had climbed to 86%, 
while past-year prevalence had remained nearly level at 63% (16). The difference 
in lifetime compared to past-year gambling prevalence can be explained as a 
combination of new gamblers who tried gambling but were not interested in 
continuing to gamble and a smaller group who gambled at varying frequencies, 
but did not gamble in the past year. Of the latter group, a small percentage are 
problem gamblers who have been in recovery for at least a year. In a national 
study conducted in 1999, Welte and colleagues found that 82.2% of U.S. adults 
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age 18 and older reported gambling in the past year. Their follow-up study in 
2013 saw a decrease in past-year prevalence to 76.9% (35). The latter result might 
be due to measurement error or be indicative of a matured U.S. gambling 
market. This might help explain why state legislatures, gaming commissions, 
and lotteries have begun shifting their support towards private and public 
igambling initiatives. 
In 1974, the most popular forms of gambling reported in the past year 
were card games with friends (38.4%), lottery (24.1%), betting on football (20.2%), 
bingo (18.7%), betting on baseball (17.7%) and horse racing (13.9%) (34). In their 
1999 study, Welte and colleagues found the lottery (65.8%), office pools, raffles, 
and charitable small stakes (48.2%), casino gambling (26.6%), cards not at a 
casino (20.2%), sports betting not at a casino (20.0%), slots not at a casino (17.0%), 
games of skill (13.9%), and bingo (12.1%) to be the most popular (35). This shift in 
the most popular games, mirrors the expansion of state lotteries and casinos in 
the U.S. after the 1974 study. By 2013, past-year prevalence of gambling had 
dropped for most types of games. The most popular form of gambling was still 
the lottery (62.0%), followed by office pools, raffles, and charitable small stakes 
(40.2%), casino gambling (26.2%), cards not at a casino (19.2%), sports betting not 
at a casino (16.0%), slots not at a casino (17.4%), games of skill (9.4%), and bingo 
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(9.1%) (35).  
Prevalence of gambling-related problems. During the same time period, 
lifetime and past-year prevalence of problem and pathological gambling 
remained relatively stable. In 1974, the prevalence of lifetime problem and 
pathological gambling were 3.1% and 0.8%, respectively (34). In 1998, the 
National Gambling Impact Study reported lifetime prevalence of problem and 
pathological gambling to be 2.3% and 0.8%, respectively, while past-year 
prevalence of problem and pathological gambling was 0.5% and 0.1%, 
respectively (16). In 2003, lifetime prevalence of problem gambling was 2.3%, 
while 0.6% reported pathological gambling (36). Welte and colleagues completed 
two waves of data collection, first in 1999 and then in 2013, and found no 
significant changes in the prevalence of past-year problem or pathological 
gambling. In 2013, they found that 3.6% were problem gamblers and that 1.0% 
met DSM-IV criteria for pathological gambling (35).  
Gambling activity, involvement, and related problems. Researchers 
exploring the relationship between specific gambling activities and problem 
gambling have found mixed results. There has been concern that gambling 
machines, including slots, pokies, and other electronic gambling machines 
(EGM), might put people at greater risk for developing problem gambling 
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because of the games’ key characteristics (37, 38). Some researchers argue that 
they are riskier than other forms of gambling because they facilitate faster (39, 40) 
and continuous play (41). Researchers examining the risks associated with slot 
machines and EGMs have highlighted immediate reinforcement (37), multi-line 
bets (39), sounds (40, 42), near misses (43), reward characteristics (44), and partial 
losses, where a player wins back only some of the bet they placed (45), as 
features that excite gamblers and reinforce their belief that the odds of winning 
are higher than they actually are. Additional support for the hypothesis that 
EGMs are associated with problem gambling comes from studies of treatment 
seekers and helpline callers who often report electronic gambling machines as 
the source of their gambling disorder (41). 
Researchers also have explored the relationship between mode of 
gambling—for example land-based versus Internet gambling—and problem 
gambling. Internet gambling websites offer many of the same games that their 
land-based counterparts offer. Consumers can play virtual slot machines and 
table games like blackjack or poker, or bet on sports using a computer, tablet, or 
smartphone. And because Internet gambling is computer-based, the types of 
gambling offered share many of EGMs. characteristics including the fast and 
continuous nature of play. The global prevalence of Internet gambling ranges 
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from 0.1% to 14.0% (46-50). Online gamblers are more often younger, male, have 
a higher level of education, employed fulltime, and earn higher income (51-53).  
New Jersey was one of the first states in the U.S. to legalize in-state 
Internet gambling. Recent Internet gambling assessments completed in New 
Jersey reported that more than 531,000 accounts were created in the first year 
alone, representing approximately 7.7% of the state’s adults (53). Although this 
estimate sits in the middle of the international prevalence range, it is likely an 
overestimate since residents can register accounts at more than one Internet 
gambling site. Internet gamblers in New Jersey tend to be younger and mostly 
male, consistent with reports with international samples (53).  
Several researchers have assessed the risks associated with Internet 
gambling. Such gambling might be especially problematic since gamblers have 
access 24 hours a day, 365 days a year from the comfort of their home or 
anywhere they bring their smartphone (54). The research has produced mixed 
results. Researchers analyzing the betting behavior of Internet gamblers in 
Europe have reported that the vast majority who bet on sports (55) or gamble on 
casino games (56) or poker (57) do so moderately, with only a small minority 
reporting very involved gambling behavior, similar to what has been found with 
other types and modes of gambling. In contrast, other researchers who have 
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studied Internet gamblers have found them to be more heavily involved, 
gambling more frequently on a variety of games, including both online and land-
based gambling, and spending more time and money (52, 58-60). Studies that 
examined gambling-related problems among Internet gamblers found higher 
rates of gambling disorders (52, 58, 61), particularly among younger gamblers 
(58), plus associated problems such as alcohol and drug use (51, 62). 
Research comparing Internet gamblers, land-based gamblers, and mixed-
mode gamblers found that the latter group reported more gambling-related 
problems and higher levels of gambling involvement (63, 64). Those who 
gambled exclusively at land-based facilities reported more psychological distress 
and a greater need for treatment. In contrast, the group that gambled exclusively 
online had the fewest gambling-related problems and the lowest percentage of 
gamblers with high psychological distress (60). One of the unforeseen protective 
factors for the online-only group was that 60.9% reported never drinking alcohol 
when gambling online, compared to 45.8% for land-based gamblers and 29.8% 
for mixed-mode gamblers (60). In contrast, other research has shown that rates of 
gambling-related problems among Internet gamblers, including gambling 
disorder, are comparable to those of land-based gambling (58).  
A recent study of Internet gamblers using latent class analysis identified 
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five groups: poker players; sports bettors; sports bettors and casino gamblers; 
lottery players; and a group of multi-activity gamblers who participated in all six 
forms of gambling (65). The findings showed that the multi-activity group, being 
the most involved gamblers, experienced significantly more gambling, mood, 
and substance use disorders (65). Similarly, a recent study found that those 
having accounts with more than one Internet gambling provider gambled more 
frequently and participated in a greater number of types of gambling (66). These 
multiple account holders were significantly more likely to report psychological 
distress and to be classified as problem gamblers (66).  
Several researchers have suggested that focusing on gambling type or 
mode as a risk factor for gambling disorders might mask other influential factors, 
in particular, a person’s level of gambling involvement, defined as the number of 
types of gambling a person plays or the amount of time they spend gambling (58, 
67-70). A number of researchers have reported that, when gambling involvement 
is included in their analyses, much of the relationship between specific types or 
modes of gambling and problem gambling disappears, making gambling 
involvement a much better predictor of present and future problem gambling. 
 Gambling exposure and adaptation. Early in the study of problem 
gambling, researchers thought that greater population-level exposure to 
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gambling would be enough to cause a permanent increase in problem gambling 
(71). That turns out not to have been the case. If increasing exposure to gambling 
opportunities were to increase gambling problems, then we would expect to see 
an increase in problem gambling rates during the past 30 years. Instead, during 
this period of great expansion, with many new physical and virtual gambling 
venues across the globe, researchers observed that prevalence rates for problem 
gambling remained largely unchanged. 
Researchers have reported that, during expansion, gambling displays the 
characteristics of a “social toxin,” with temporary increases in reported problem 
gambling followed by a gradual return to baseline, consistent with other 
epidemic curves (72, 73). This pattern applies to both land-based and Internet 
gambling exposure (74, 75). Knowing that gambling expansion leads to 
temporary increases in problem gambling, public health practitioners and 
government officials should plan to implement responsible gambling 
programming and policies both before and during gambling expansion. 
Risk factors for problem gambling. There are a variety of risk factors 
associated with problem gambling. These factors can be organized using the 
social ecological model’s five spheres of influence: 1) intrapersonal (individual) 
level, 2) interpersonal (group) level, 3) institutional level; 4) community level; 
17 
 
and 5) societal and public policy level (76-78).  
At the individual level, researchers have identified demographic 
characteristics that are risk factors for problem gambling, including being male, 
having lower socioeconomic status (35, 79), and working in a casino (78, 80). Age 
is another important risk factor: young people are more likely to develop 
problem gambling; initiating gambling at a younger age is an additional risk 
factor (36).  
Genetics also play a role in the development of problem gambling. A 
recent review by Lobo and Kennedy reported that the heritability of pathological 
gambling is between 50% and 60%, with social risk factors contributing 
additional risk (81). Having an immediate family member with pathological 
gambling puts a person at increased risk of experiencing problem gambling (82).  
A number of risk factors are related to the brain’s reward system. When a 
gambler wins, the brain releases neurotransmitters (e.g., dopamine) that create a 
pleasurable effect, which over time can produce changes in the brain’s reward 
circuitry (83). It has been hypothesized that a malfunction in the reward circuitry 
leaves some people vulnerable to addiction if they are exposed to an expression 
of addiction such as gambling (83). The role that dopamine plays in pathological 
gambling is supported by recent research showing that dopamine agonist 
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treatment for Parkinson’s (84, 85) or restless leg syndrome (86) can lead to an 
increase in pathological gambling. Researchers using fMRI have identified 
possible structural differences in the brains of pathological gamblers including 
increased gray matter as well as reduced volumes in the left basal ganglia, the 
thalamus, and the hippocampus (87).  
Psychological risk factors include having a history of substance use or 
other mental health disorders (78, 88-91). According to one study, having a 
psychiatric disorder increases the odds of having pathological gambling by a 
factor of about 17 (36). Pathological gamblers are five and a half times more 
likely to have a substance use disorder, four times more likely to have a mood 
disorder, and three times more likely to have an anxiety disorder (36). Analysis 
of the National Epidemiologic Survey on Alcohol and Related Conditions 
(NESARC) also found that pathological gambling is a highly comorbid disorder. 
Among pathological gamblers, 73% had an alcohol use disorder, while 60% had 
nicotine dependence and 38% a drug use disorder (91). Other common comorbid 
disorders among pathological gamblers in the NESARC sample included 
personality disorder (61%), mood disorder (50%), and anxiety disorder (41%) 
(91).   
 At the interpersonal level, significant risk factors include having parents 
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with neglectful or more controlling parenting styles (92, 93), experiencing a 
separation or divorce, and the death of a spouse (91).  
At the community level, proximity to casinos (16, 94, 95), density of outlets 
(73), convenience of gambling (79) and neighborhood disadvantage (79, 95) are 
all risk factors for problem gambling among U.S. adults. 
1.1.2 College student gambling  
Many college students participate in potentially risky behaviors, including 
heavy alcohol use, illegal drug use, impaired driving, and unprotected sex. It is 
not surprising then that lifetime gambling estimates among college students 
range from 67% to 88% (88, 89, 96, 97). Just under one-fourth of college students 
report weekly gambling (89, 98, 99). These reports stand in contrast to data from 
the 2001 College Alcohol Study (CAS), which included self-report information 
collected during the early spring term from more than 10,000 students enrolled at 
a probability sample of 119 four-year colleges and universities (100). In this 
study, 42% of the students reported gambling during the past school year (52% 
of males, 33% of females), and only 2.6% gambled weekly. The most popular 
forms of gambling included the lottery (25%), casino gambling (20%), and cards, 
dice, and games of chance (12%). College student gambling persists despite the 
fact that the minimum legal age to gamble across the U.S., varying by game, 
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ranges between 18 and 21 years.  
More recently, college students have begun gambling legally using the 
Internet to participate in and gamble on fantasy sports contests. Two recent 
studies have shown that between 11.5% and 18.2% of students participated in 
fantasy sports in the past year (101, 102). In one sample. 43.5% of college fantasy 
sports players gambled on them in the past year (101). Both studies found that 
males were more likely than females to participate in and gamble on fantasy 
sports (101, 102). In addition, participation in fantasy sports is higher among both 
NCAA student-athletes and students participating in club, intramural, or 
recreational athletic leagues compared to students who do not participate in 
organized athletics (102, 103). 
A clear majority of U.S. college students who choose to gamble do not 
have a gambling disorder, yet prevalence estimates show that college students 
experience more gambling-related problems than does the general population. 
Three studies have attempted to quantify the prevalence of gambling disorder 
using meta-analytic procedures (104, 105). The first, an updated meta-analysis 
from Shaffer and colleagues, estimated that approximately 5.6% (95% CI = 3.5%-
7.6%) of college students met the DSM-IV diagnostic criteria for pathological 
gambling, and that another 10.9% (95% CI = 4.9%-16.9%) reported subclinical or 
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problem gambling. A more recent study by Blinn-Pike and colleagues provided a 
somewhat higher estimate of gambling disorder prevalence at 7.9% (95% CI = 
5.4%-10.4%), as defined by a South Oaks Gambling Screen (SOGS) score  5 (105). 
A third study by Nowak and colleagues estimated pathological gambling at 
10.2% (95% CI = 7.2%-13.3%) of college students (106). The observed differences 
in prevalence of gambling disorder might be explained by the methodological 
differences between the studies. The earliest analysis, conducted by Shaffer and 
colleagues, used DSM-IV criteria, while the latter two used the SOGS which is 
more likely to identify false positives (107).  
College students report that gambling is more readily available to them 
than substances regulated on campus such as alcohol and cannabis, and that they 
perceive gambling to be less risky compared to alcohol and cigarettes (108). 
Increased risk also stems from the fact that young people’s brains are not fully 
developed until they are in their mid-20s. Additionally, those with preexisting 
mental health conditions, an increasing problem for today’s college students, are 
at an even higher risk for pathological gambling.  
Why college gambling deservers our attention. As noted previously, 
compared to the general population, college students experience more gambling-
related problems than does the general population (109). The prevalence of 
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problem gambling among college students is on par with alcohol dependence 
(12.5%), anxiety disorder (11.9%), eating disorder (9.5%), and depression (8%; 
110). Even so, problem gambling does not garner the same attention or the same 
level of investment in prevention and treatment efforts (111). Keep in mind that 
students experiencing gambling problems or a gambling disorder are more likely 
to be experiencing other co-occurring mental health disorders including 
substance use disorders (91). They are also more likely than other students to 
experience loss of sleep; financial and legal problems; and academic problems 
including missing classes, failing grades, and in extreme cases dropping out 
(112). 
Risk factors among college students. Many of the risk factors that affect 
the general population also affect college students. Based on a review of 23 
prospective studies (113), Dowling and colleagues listed the early risk factors for 
problem gambling among college students that had been identified in at least 
two studies. Their analysis identified: 
• Thirteen individual-level risk factors—the majority of which were 
psychological in nature—that were associated with an increase in 
problem gambling, including: engaging in antisocial behaviors such as 
deviancy and theft (114); using alcohol (114, 115), cannabis (115), illicit 
23 
 
drugs (115), and nicotine (114); experiencing depressive (116, 117) or 
impulsive symptoms (115, 116, 118-120); breadth of gambling 
involvement, assessed as the number of gambling activities in the 
previous 12 months (121); problem gambling severity (122); sensation-
seeking (123); and risk-taking (124). In addition, male gender was 
identified as a demographic risk factor (114, 125).  
• One interpersonal-level risk factor, spending time with peers who 
exhibit antisocial behavior (114, 115). 
• One community factor, poor academic performance (114, 126).  
 There are many more potential risk factors at each level of the social 
ecological model that require further study. These were either mentioned in 
Dowling et al.’s review, but had been identified in only one study, or in an 
individual study published after that review. These potential risk factors are 
listed below: 
• Nineteen individual-level risk factors including: 
o Demographic variables such as having a large disposable income 
(88, 96, 127); less education (128); being unemployed (127); being 
married (128); being non-Hispanic white (128); and religious 
affiliation (129).  
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o Psychological factors such as experiencing alcohol-related problems 
(130); holding favorable attitudes towards illicit drug use (114); 
poor coping skills for stress (114); Attention-Deficit/Hyperactivity 
Disorder (i.e., ADHD; 123); erroneous gambling beliefs and 
illusions of control (121, 130); favorable attitudes toward antisocial 
behavior (114); lack of constraint (117); lack of emotional control 
(114); negative emotionality (117); rebelliousness (114); lack of self-
efficacy (114); lack of social support (130); and having spiritual 
struggles (131).  
• Nineteen interpersonal-level risk factors, including: 
o Factors related to peer relationships such as weak peer attachment 
(127); peer rewards for antisocial involvement (114); less interaction 
with prosocial peers (114); fewer rewards for peer prosocial 
involvement (114); having friends who use drugs (114); and being a 
member of a Greek-letter organization (132-135) or a student-
athlete (96, 135-137).  
o Factors related to family dynamics such as family conflict (114); 
family history of antisocial behavior (114); less frequent family 
interaction (127); less family prosocial behavior (127); poor family 
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management (114); perceived family approval of gambling (138-
140); and fewer rewards for prosocial family involvement (114). 
o Factors related to parent-child relationships including weak parental 
attachment (114); parents’ favorable attitudes toward antisocial 
behavior (114) and drug use (114); and parents’ gambling history 
(125).  
o Factors related to intimate partner relationships including being in a 
relationship and having a prosocial intimate partner (127).  
• Thirteen community-level risk factors including enrollment in a 
community college (141); community disorganization (114); having fewer 
community opportunities for success and prosocial involvement (127); 
weak neighborhood attachment (114); low school commitment (114); 
perceived availability of drugs (114); weak injunctive social norms related 
to college gambling behavior (142, 143); exposure to pro-gambling 
advertisements and media (144); fewer rewards for prosocial community 
involvement (114) or school involvement (114); high mobility and 
transitions in living situation (114); and proximity to casinos (145). 
• One societal-level risk factor: laws and social norms that are favorable 
towards drug use (114). 
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Motives for not gambling. Before discussing factors that might decrease 
the likelihood of developing problem gambling, it is important to examine why 
some students choose not to gamble. One recent study discovered eight distinct 
reasons why college students chose not to gamble (146): financial reasons or 
aversion to risk (44.1%); disinterest in gambling (21.1%); personal and religious 
convictions (12.2%); concerns about addiction (9.6%); anti-gambling social 
influences (9.1%); awareness of the odds (8.9%); lack of access, opportunity, or 
skill to gamble (2.6%); and emotional distress related to gambling (1.7%) (146). 
These areas deserve further study as potential points of intervention to protect 
against future problem gambling. 
Protective factors among college students. Dowling’s literature review 
identified only three probable protective factors for problem gambling: at the 
individual-level, socio-economic status and experiencing fewer social problems; 
and at the interpersonal-level, parental supervision (113). One article identified 
other potential protective factors which require further study: belief in the moral 
order, education, and personal constraint, all at the individual-level; family 
rewards for prosocial involvement at the interpersonal-level (113); and fewer 
problem gambling advertisements and media at the community-level (144).  
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1.1.3 College mental health and related policy 
Prevalence of mental health issues among college students. By the time 
they graduate college, most students will have consumed a psychoactive 
substance like alcohol, tobacco, or an illicit drug.  
For many college students, the drug of choice is alcohol. This is of concern, 
as we know from studies of the general population that problem gamblers often 
have a co-occurring substance use disorder (36). In 2016, the Monitoring The 
Future (MTF) survey found that 78.9% of college students reported consuming 
alcohol in the past year, 63.2% in the past month, and 4.3% daily (147). More than 
half of college students (61.6%) reported having been drunk in the past year and 
38.4% in the past month (147), while 31.9% reported drinking five or more 
alcoholic drinks in one sitting in the past two weeks, often times referred to as 
“binge drinking” (147, 148). Researchers have found a small, but meaningful 
number of college students who can best be described as extreme binge drinkers. 
The 2016 MTF survey found that 11.2% of students had at least 10 drinks in a 
sitting in the past two weeks, while 4.0% had at least 15 drinks in a sitting (147). 
No matter how they are categorized, those who drink regularly and heavily are 
at an increased risk for a substance use disorder and a number of comorbid 
psychiatric disorders including gambling disorder. 
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Among college students, according to the 2016 MTF survey, 20.1% 
smoked cigarettes, 23.4% used a hookah to smoke tobacco, and 19.6% smoked 
cigars in the past year (147). In the past month, 11.3% smoked cigarettes and 4.9% 
smoked cigars. When it comes to regular cigarette use, 4.2% reported smoking 
daily and 1.4% reported smoking at least half a pack per day (147). College 
student tobacco use is noteworthy, since 63% of those in the general population 
with a gambling disorder are also nicotine dependent (36).  
In 2016, more than half of college students (53.4%) reported ever having 
used an illicit drug, 41.4% in the past year, and 23.4% in the past month (147). 
Among college students, the five most commonly used illicit drugs are marijuana 
(37.9% past year, 21.2% past month); amphetamines (9.7% past year, 4.2% past 
month); tranquilizers (4.3% past year, 1.6% past month); cocaine (4.3% past year, 
1.5% past month); and hallucinogens (4.3% past year, 1.4% past month) (147). 
Importantly, 7.4% of students reported that drug use had affected their academic 
performance (2).  
Two factors that might be influencing student substance use are ease of 
access and perceived use by friends. More than 88.7% of college students believe 
it is easy to get marijuana, 57.4% amphetamines. 35.4% hallucinogens, 33.3% 
cocaine, and 19.7% tranquilizers (147). Students also believe a much higher 
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percentage of their friends are using illicit drugs than is actually the case: 79.4% 
believe their friends have used an illicit drug, 78.4% marijuana, 38.5% 
amphetamines, 27.1% hallucinogens, 21.4% cocaine, and 10.8% tranquilizers 
(147).  
We know from general population studies that among those with a 
gambling disorder, 78% have a co-occurring alcohol or drug use disorders (36). 
With so many students consuming large quantities of alcohol, it is probable that 
a large percentage of those most heavily involved with drinking might also have 
a co-occurring gambling disorder, a troubling pattern of behavior that could 
impact a student’s education, finances, and health, not to mention the potential 
collateral damage to friends and family. Knowing that college students are at 
increased risk for an alcohol use disorder should make college and university 
administrators, healthcare workers, family, and students very concerned about 
the lack of focus on this issue evidenced by most institutions of higher education 
(111).  
In recent years, advances in mental health treatment and medication have 
allowed students with mental health problems to attend college. In a national 
survey, 85.7% of college counseling center directors reported an increase in the 
number of students coming to campus with prescriptions for psychiatric 
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medications (149). In 2016, according to the American College Health Association 
– National College Health Assessment II (ACHA-NCHAII) report, 37.8% of 
students stated they had received psychological or mental health services from a 
counselor, therapist, or psychologist (2). Additionally 13.8% of students reported 
seeking help for mental health problems from a psychiatrist, 15.8% from another 
medical professional like a doctor or a nurse (2).  
In 2016, the most common forms of mental health problems college 
students reported are anxiety (19.7%), depression (15.6%), panic attacks (10.1%), 
and ADHD (6.4%) (2). An even larger percentage of students reported that their 
stress (71.1%), anxiety (50.4%), alcohol use (33.9%), and depression (29.8%), 
among a host of other issues, had negatively impacted their academics during 
the past year (2). Unfortunately, only 17.8% of students had sought help for 
mental health problems from their campus counseling or health services center 
(2). These mental health problems are often comorbid with expressions of 
addiction including substance use and gambling disorder (36). The high 
prevalence of mental health disorders among college students underscores the 
need for campuses to develop and implement comprehensive gambling policies. 
College substance use policy. Before examining college gambling policy, 
which is still a nascent area of focus, it is important to examine developed college 
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policy related to other expressions of addiction such as college alcohol and other 
drug use. Heavy drinking among college students is a considerable problem 
faced by nearly all colleges and universities across the U.S. (150, 151). To address 
alcohol and drug misuse and the negative outcomes experienced by drinkers and 
innocent bystanders, The Drug-Free Schools and Communities Act requires 
colleges and universities to implement a program to prevent the unlawful 
possession, use, or distribution of psychoactive substances (152, 153). Institutions 
that do not comply risk losing all federal funding. The Drug-Free Schools and 
Communities Act and its reauthorization as part of No Child Left Behind do not 
provide prescriptive guidelines for what to include, instead leaving it to 
individual colleges and universities to determine what programs and policies to 
implement. This flexibility is helpful because each school has its own set of 
unique characteristics, resources, and challenges. Unfortunately, many colleges 
and universities lack the professional staff or expertise to implement appropriate 
and comprehensive substance misuse prevention efforts. As a result, many 
schools develop programs and policies that fail to meet evidence-based 
standards for best practices (154).  
To address these limitations, the National Institute on Alcohol Abuse and 
Alcoholism (NIAAA) established a Task Force on College Drinking. By 2002, 
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their work led to the report “A Call to Action: Changing the Culture of Drinking 
at U.S. Colleges” (154). The Task Force developed the 3–in-1 Framework to help 
college administrators and prevention specialists develop a comprehensive 
approach with integrated programming and policies focused on: 1) individuals 
either at risk for or misusing alcohol; 2) the entire student population; and 3) the 
campus and surrounding community (154). Strategies targeting individuals 
include screenings and educational programming that includes cognitive 
behavioral skills training. Strategies targeting the entire student body include 
programs such as a social norms marketing campaign to challenge student 
misperceptions about heavy drinking. Finally, at the campus and community 
level, schools might consider implementing policies that limit the availability of 
alcohol by increasing the cost of alcohol through an alcohol excise tax increase or 
restricting days of sales.  
The College Alcohol Task Force ranked a list of strategies using a four-tier 
system based on the effectiveness of each approach in reducing alcohol misuse 
and related harms among college students. Tier 1 strategies are those with two or 
more rigorous studies that demonstrate their effectiveness with college students. 
Tier 2 strategies are those that have strong research evidence of effectiveness 
with the general population and could be applied to college populations. Tier 3 
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strategies are those that have theoretical promise but have not been fully 
evaluated. Finally, tier 4 strategies are those that research has shown to be 
ineffective. The Task Force recommended that colleges and universities focus 
their efforts on proven strategies from tiers 1 and 2, and that if schools were to 
choose strategies from tier 3, they should evaluate their effectiveness before 
committing to the strategy long term. 
Nelson and colleagues completed a follow-up study ten years later to 
examine how well schools followed the Task Force’s recommendations (155). 
They found that more than three quarters of all senior campus administrators 
(77.7%) were familiar with the recommendations, yet only half of the surveyed 
schools were using efficacious programs targeted at high-risk drinkers, while 
virtually all (98%) were using alcohol education programming, which is 
commonly a Tier 4 strategy (155).  
These findings are one of the reasons why DeJong recently called on 
boards of trustees to take the lead on this issue to ensure that college alcohol 
policy and programming gets the attention of college presidents (156). DeJong 
believes the best path forward for college wellness as a whole is to ensure that it 
is part of the institution’s strategic plan, with measurable goals, adequate 
funding to implement evidence-based practices, and a commitment to hold 
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campus administrators accountable if those goals are not met (156). 
1.1.4 Applying the Social Ecological Model to address mental health-related problems 
among college students 
The College Alcohol Task Force’s 3-in-1 Framework is similar in structure, 
but less extensive than the environmental management approach recommended 
by DeJong and colleagues at the Higher Education Center for Alcohol and Other 
Drug Prevention (157), which is grounded in the social ecological model. 
Bronfenbrenner first presented a bioecological model for human development in 
the mid-70s (158), arguing that to better understand childhood development, 
researchers needed to expand their focus to include a series of encompassing 
systems that impact children (158). Through a series of publications, he made a 
case for applying the bioecological model in developing public policy (159, 160). 
It was not until the late 1980’s that McLeroy and his colleagues proposed a 
similar ecological model for public health promotion programs (161).  
The social ecological model recognizes that health-related behaviors are 
affected through multiple spheres of influence, each successive sphere broader in 
scope than the previous one (77). The model has been used to understand and 
address a variety of behavioral health problems including alcohol use (76, 162, 
163), drug use (164), gambling (165), HIV/AIDS (166), and tobacco use (167), and 
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with a variety of populations including school-age youth (164), college students 
(76, 157, 163), and adults (162, 168). As Figure 1.3 shows, the social ecological 
model outlines five spheres of influence 1) intrapersonal or individual factors 
such as knowledge, beliefs and attitudes, and skills, 2) interpersonal or group 
processes such as perceived social norms, 3) institutional factors including 
college health policies; 4) community factors such as the number of accessible 
gambling venues; and 5) society/public policy (76). This framework is well suited 
to address problem gambling among college students.  
Framework for addressing problem gambling. At about the same time 
that the social ecological model was gaining in popularity, a similar framework, 
the Reno Model, was developed to address problem gambling. This model 
identifies the key stakeholders as consumers, the gambling industry (e.g., 
casinos, state lotteries), health services and other social welfare providers, 
advocacy groups (e.g., those in favor or opposed to gambling), as well as 
governments and associated agencies with responsibility for addressing 
gambling-related problems such as departments of public health (169). To be 
most effective, the authors suggest that stakeholders work collaboratively to 
strike a balance between addressing those with gambling disorder and not 
penalizing the majority of adults who do not experience problems due to their 
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gambling (169).  
Figure 1.3. Social Ecological Framework with examples of factors at each level  
 
Why focus on the environment? There are three key aspects to addiction: 
the object of addiction, the set or mindset of the individual, and the setting or 
environment (170). In public health prevention, especially at the college level, it 
is common to focus on changing the knowledge, attitudes, beliefs, and behavior 
of the individual. At the individual level, programs might attempt to increase 
students’ awareness of the potential harms from interacting with objects of 
addiction and shift their attitudes and beliefs towards healthier ways of thinking 
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so that students will avoid problematic behaviors. Programming might also 
include messaging to inform and support students who intervene as a bystander 
when other students are heavily involved with an object of addiction (76). At the 
interpersonal level, programs might attempt to shift student norms by correcting 
exaggerated misperceptions about how the typical student behaves (171). 
Addressing the environment plays an equally important role in reducing 
public health problems. College health practitioners and school administrators 
might attempt to influence the institutional environment by developing or 
refining campus policies that support healthy behaviors and dissuade risky 
behaviors. Particular attention should be given to encouraging and supporting 
staff that enforce these policies.  
The final two spheres—community and society/public policy—are more 
challenging to address because they reach beyond the campus and require broad 
partnerships and buy-in from a diverse set of stakeholders.  
Students at a college or university interact heavily with the surrounding 
community: they might live or work there, and they will often shop and 
participate in leisure activities off campus. Students at risk for the various 
expressions of addiction often cause harm not only to themselves, but also other 
people as well as private and public property. Moreover, policies and their 
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enforcement in the surrounding community, especially policies that reduce 
access to objects of addiction, play a pivotal role in altering student behavior. 
Researchers have found that policy regulations are an effective tool in addressing 
issues related to college students’ mental health including addiction and problem 
gambling. Examples include limiting promotions and price specials, advertising, 
and outlet density in the community (172).  
Finally, the broadest sphere includes efforts to shift society as a whole 
through public policy. One of the best examples of an environmental 
management strategy implemented at the societal level is the age 21 minimum 
legal drinking age (MLDA; 173). The National Highway Traffic Safety 
Association estimates that the MLDA has significantly reduced traffic fatalities 
involving 18-20 year-olds (174). A recent assessment of the MLDA laws estimates 
that 1,135 lives are saved annually because of the law (175). Another effective 
policy is implementing a tax that makes it more expensive to purchase an object 
of addiction. Although many objects of addiction are price inelastic, students 
typically have limited funds and therefore increasing prices can alter the 
behavior of the population as a whole (176).  
Translating college alcohol policy for gambling policy. What is clear from 
a review of the literature on college alcohol and other drug use prevention is that 
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a comprehensive and integrated approach is necessary to properly address 
expressions of addiction, including gambling. This approach should be guided 
by science and address factors from across the five domains of the social 
ecological framework. 
College gambling policy. In contrast to college alcohol and other drug 
policy, there is no federal mandate requiring a campus policy to address college 
problem gambling. Although the National Association of Student Personnel 
Administrators stresses that college gambling is a concern (177), very little is 
known about how much college administrators prioritize problem gambling 
prevention and treatment among the many mental health issues experienced by 
college students. The only known study to survey college administrators about 
college student gambling behavior found that 60% recognized gambling as an 
area of concern and that 80% reported having a formal policy to address 
gambling disorder (178). As the authors note, however, this study was conducted 
using a small sample of four-year colleges in Massachusetts and is unlikely to be 
representative of all colleges and universities across the U.S. (178).  
In 2003, Shaffer and colleagues assessed the prevalence and details of 
alcohol and gambling policies at U.S. colleges and universities as part of the 
fourth wave of the College Alcohol Study, which included 119 scientifically 
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sampled colleges and universities (179). They collected either primary or 
secondary policy information from 117 of the 119 schools in the sample. For each 
school, two coders reviewed the related gambling policies found in both primary 
(i.e., student handbook) and secondary sources (e.g., code of conduct, policy 
manual, school web-site) (111). To identify relevant secondary sources, the 
researchers used keywords such as “gambling,” “wagering,” “betting,” 
“gambling policy,” “college (university) policy,” and “college (university) 
policies.” The coders assessed each document across 15 variables. After 
completing the coding, a third researcher, the “arbiter,” compared the two 
coding documents looking for discrepant items. The coders reconsidered any 
such items, and if a disagreement could not be resolved, the arbiter made the 
final decision. The inter-coder reliability rate was 91.6%.  
Forty schools presented their policy in the student handbook, 31 on their 
website, two in supplemental materials, and 44 through a combination of 
sources. The researchers found that, although nearly all college campuses had 
policies addressing substance use and misuse, just over one fifth (22%) had a 
policy to address student gambling, and only one third had policies in place to 
support recovery from addiction (111). Most policies were not comprehensive 
and instead focused on deferring to outside law enforcement.  
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The study’s results indicated no significant difference in gambling 
behavior between schools with a gambling policy and those without. On the 
other hand, there was an association between having restrictive alcohol policies 
and lower rates of student gambling. Schools with no restrictive alcohol policy or 
that did not explicitly prohibit underage drinking and schools that allowed 
drinking at on-campus events for those age 21 and older had higher rates of 
student gambling (111). Schools that limited or prohibited on-campus drinking 
for students age 21 and older and those with restrictions on off-campus drinking 
for students of legal age had lower rates of student gambling (111).  
The authors noted that the lack of gambling policies was a missed 
opportunity for college and university administrators. Prevalence estimates 
indicate that the majority of students are gambling, and yet it is rare for a 
campus to place any restrictions on this potentially destructive behavior or even 
to provide any information on the risks of gambling or how to seek help for 
problem gambling. In addition, the majority of colleges focus their policies on 
punishing violators and lack strong formal policies regarding treatment and 
recovery from addiction. 
Responding to these findings, in 2008 the Division on Addiction at the 
Cambridge Health Alliance and the National Center for Responsible Gaming 
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(NCRG) established a national Task Force on College Gambling Policies with the 
goal of developing policy guidelines for colleges and universities interested in 
reducing problem gambling among their students and helping those struggling 
with addiction to complete their degrees (180). The Task Force included a mix of 
college administrators, practitioners, and researchers.  
The Task Force’s ten recommendations addressed three primary focus 
areas: 1) restricting or prohibiting on-campus gambling; 2) identifying students 
who are addicted gamblers and facilitating their recovery; and 3) addressing 
special events (180). 
The first recommendation was to establish a campus-wide committee to 
develop the school’s gambling policy and monitor student gambling behavior. 
Effectively addressing student gambling requires buy-in from a broad coalition 
of stakeholders who have diverse perspectives but can work collaboratively. 
Many colleges and universities now use campus-only or campus and community 
coalitions to address alcohol and other drug use among students. If a college or 
university has a well-established committee, it might be possible to incorporate 
gambling into their existing mission rather than attempting to establish a new 
committee. The Task Force highlighted the University of Alabama’s committee, 
the Gambling Action Team, which is comprised of members from the dean of 
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students’ office, the student affairs office, student counseling, the student health 
center, university police, university relations, human resources, various 
academic departments, and the athletic department.  
The athletic department is likely an important member of any committee 
to address college gambling. The National Collegiate Athletic Association 
(NCAA) prohibits all student-athletes from placing a wager on any athletic 
events for which the organization hosts a championship (181). Student-athletes 
who violate this regulation run the risk of losing their eligibility, either 
temporarily or permanently depending on the infraction. An athletic department 
should already have systems in place to address gambling among student-
athletes and therefore can provide valuable insights on areas such as problem 
gambling resources to the broader campus community. 
The second Task Force recommendation was to ensure that the school’s 
policies are consistent with all local, state, and federal laws, which is what the 
Drug Free Schools and Communities Act requires for alcohol and other drug 
policies. This is a task for the campus-wide committee, which should periodically 
review all relevant campus policies to ensure compliance with current laws. 
Campus officials should publicize the school’s policies as well as all applicable 
gambling laws using a variety of channels such as distribution of the student 
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handbook, the school’s website, social media, campus-wide e-mails, letters to 
parents, and news stories in the campus press. Moreover, the campus police 
should coordinate with local law enforcement to reduce instances of illegal 
gambling involving students.  
The third recommendation relates to the consistent application of 
restrictions or prohibitions applied to gambling at special events. Such events 
might include long-standing annual events that are a tradition at the college or 
university or one-time events like a casino night fundraiser. Colleges and 
universities should strive to send a consistent message: if they prohibit gambling 
on campus then they should avoid special events that promote gambling. This is 
true even if a casino night is not using real cash. If a special event is a long-
standing tradition, then changing it might lead to resistance from students. 
Accordingly, the campus committee responsible for student gambling will need 
to rely on its broad campus network for support and should seek the backing of 
the president and other senior administrators to ensure buy-in from the rest of 
the campus community.  
The fourth recommendation is for the committee to establish or enhance 
town-gown relations so that the broader community can participate in efforts to 
reduce student gambling. A campus committee might even consider directly 
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involving a few city/town stakeholders in order to help facilitate these efforts. 
Committees will likely find that gambling establishments such as casinos or 
lottery venders are willing to work with schools on enforcing age restrictions, but 
might face opposition with regard to other environmental changes such as 
restricting outlet density or reducing or eliminating advertisements for 
gambling. Resistance to restrictions on advertising might come from both 
external and internal players as decreasing ads from gambling establishments 
might impact a publication’s or website’s bottom line.  
The fifth recommendation is to adjust campus policies and disciplinary 
actions to support students who seek treatment for problem gambling. Starting 
to gamble at an early age is a risk factor for problem gambling (36), and national 
studies have shown that most problem gamblers do not seek professional help 
(36). For this reason, it is critical for colleges and universities to identify student 
gamblers who are experiencing problems as early as possible. There is research 
to support the use of mandatory screening/assessment, education, and 
intervention for those who violate substance use policies and reason to believe 
that similar programs could successfully reduce college gambling behavior.  
The sixth recommendation focuses on students already in recovery from 
problem gambling. The path towards recovery is challenging. Colleges and 
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universities should make reasonable accommodations for students in recovery 
from problem gambling so they might stay in school. Where possible, academic 
and administrative policies should allow flexible scheduling so that those in 
recovery can attend either inpatient or outpatient treatment. Coordination across 
college or university departments, from student health and counseling services 
to academic and other support services, will help facilitate a student’s ability to 
stay enrolled and graduate. When necessary, a medical leave of absence should 
be granted to students in treatment for problem gambling, after which attention 
should be given to their transition back to school so that they can thrive and 
succeed academically.  
All of these provisions should be written in a formal policy explicitly 
stating that addiction is a mental health problem and that any students seeking 
assistance will receive the help they need. This policy should also be widely 
promoted to raise awareness and understanding among students, staff, and 
faculty. If students withdraw to seek help from problem gambling, colleges and 
universities should consider providing reimbursement for tuition and fees as 
they would for other health conditions.  
The seventh task force recommendation is to measure gambling behavior 
and related problems either as part of an existing student health survey or as a 
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new stand-alone survey. Collecting information on student gambling behavior is 
helpful in evaluating existing programming and policies and can inform the 
direction of future efforts. At a minimum, colleges and universities are 
encouraged to administer at least a brief gambling screen to get a better sense of 
the scope of the problem on their campus.  
 There are a variety of screening tools available to help identify persons 
dealing with a gambling disorder. One of the earliest screens that is still widely 
used is the South Oaks Gambling Screen (SOGS) adapted from DSM-III criteria 
(182). Other options include the SOGS-RA for adolescent populations, and the 
Early Intervention Gambling Health Test (EIGHT Screen; 183) each adapted from 
the SOGS (184) and the Problem Gambling Severity Index (PGSI), derived from 
both the SOGS and DSM-IV (185), plus several alternative screens based on 
DSM-IV including the Alcohol Use Disorder and Associated Disabilities 
Interview Schedule (186); the Brief Biosocial Gambling Screen (BBGS; 187); the 
Gamblers Anonymous 20 Questions survey (188); the NORC Diagnostic Screen 
for Gambling Problems-Self Administered (NODS-SA; 189); the NORC 
Diagnostic Screen for Gambling Disorders - Control, Lying, and Preoccupation 
(NODS-CliP; 190); the Massachusetts Gambling Screen (MAGS; 191); and the Lie-
Bet Screen (192). With DSM-V being published in 2015, screens based on 
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previous versions of the DSM need to be retested for validity in relation to the 
new criteria. Fortunately, the BBGS has already been tested against the DSM-V 
criteria and remains psychometrically sound (193). 
The eighth recommendation is to promote awareness of gambling 
disorder as a type of mental health disorder that is highly comorbid with 
substance use, depression, and anxiety. The Task Force recommended that the 
awareness campaign include widely disseminated messages promoting 
responsible gambling. Certain messages can be targeted towards special 
populations—such as first-year students, student-athletes, members of Greek-
letter organizations, parents, faculty, health care providers—to educate them 
about the risks of problem gambling, their role in helping prevent it, and where 
and how to get help for themselves or others. Colleges and universities might 
also consider implementing social norms messaging that correct exaggerated 
misperceptions of how many students engage in gambling. Awareness 
campaigns should be broadcast widely using a variety of media including 
college television and radio stations, articles in student newspapers, webpages, 
social media, e-mails, orientation classes for new students, and through 
curriculum infusion in health and math courses.  
The ninth recommendation from the Task Force on College Gambling 
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Policies is to use evidence-based practices for college students, or where none 
exist to use promising practices that might have worked with others expressions 
of addiction or with populations other than college students. Programming and 
policy should be comprehensive and mutually reinforcing. Examples targeted 
towards the individual include motivational interviewing and online education 
courses that help students monitor their own behavior, inform them about risks, 
and provide harm-reduction techniques. Those that seek professional help are 
likely to get behavior therapy, cognitive therapy, or cognitive-behavior therapy. 
At the interpersonal level, programs might include messaging that raises 
awareness about problem gambling or challenges misperceived social norms to 
put downward social pressure on college student gambling behavior. At the 
campus level, new policies might reduce or restrict gambling advertising on 
campus. At the community level, new regulations might include restrictions on 
gambling outlet density or collaborative arrangements between campus and 
community police to target illegal gambling. Finally, at the state and federal 
policy level, possibilities include restrictions on gambling options, awareness 
campaigns and expanded prevention programming funded by taxes on 
gambling revenue, casino voluntary self-exclusion programs, and increased 
capacity for inpatient and outpatient treatment.  
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The tenth and final Task Force recommendation was to assess the current 
training and capabilities of campus-based mental health service providers, and 
where deficiencies exists, to increase on-campus capacity or identify off-campus 
providers trained on treating gambling disorder (180). Finally, the Task Force 
endorsed utilizing the previously mentioned communication plan for raising 
awareness about problem gambling to promote mental health treatment options 
both on and off campus. 
Unfortunately, despite growing concern about student gambling (194), no 
one since Shaffer et al.’s 2005 study has examined what policies and prevention 
programs campus administrators have put in place to reduce gambling-related 
problems on U.S. college campuses.  
1.1.5 Emerging issues in gambling since the Task Force on College Gambling Policies 
report 
 The two biggest changes since Shaffer and colleagues first assessed college 
gambling policy are the continued expansion of land-based gambling across the 
U.S. and the rise of Internet gambling. At the time of their gambling policy 
analysis, there were 455 commercial casinos in 11 states, 29 racinos in 11 states, 
406 tribal casinos in 28 states, 545 card rooms in five states, and 10,247 electronic 
gambling devices in six states (195). In total, 37 states had a legal form of 
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gambling. By 2016, there were 460 commercial casinos in 18 states, 55 racinos in 
14 states, 486 tribal casinos in 28 states, 350 card rooms in five states, 15,423 
electronic gambling devices in seven states, and three states with in-state Internet 
gambling (17). Subsequent to Shaffer et al.’s policy analysis, four more states 
have implemented lotteries: North Carolina in 2005, Oklahoma in 2006, Arkansas 
in 2010, Wyoming in 2013. When government-run lotteries are included, 
opportunities to gamble exist in 48 states.  
 The second biggest change was the passing of the Unlawful Internet 
Gambling Enforcement Act of 2006, a provision of the Security and 
Accountability for Every Port Act of 2006, which outlawed the use of certain 
payments (e.g., credit cards) for use in Internet gambling, making it much more 
difficult for U.S. residents to participate. This act also defined fantasy sports 
betting as a game of skill, even though it shares many of gambling’s features and 
can lead to similar problems. The increase in popularity of fantasy sports among 
college students presents a challenge, 
 Today there are two major forms of fantasy sports. The first is season-long 
fantasy sports, where players draft and trade athletes who play one of the major 
sports and then score points based on the performance of each of the athletes on 
their fantasy team. The second is daily fantasy sports, which allow an individual 
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to select a team of players and bet on them for a single day. College students can 
participate in fantasy sports leagues for free or pay an entry fee, often to a third 
party. If they pay a fee, they have the opportunity to win cash or prizes at the 
end of the season.  
Many fantasy leagues are organized among groups of friends or 
acquaintances. One person, usually the season-long fantasy sport league 
commissioner, collects a fee from each player and distributes predetermined 
prizes, often cash, at the end of the season based on each team’s performance. 
The development of online payment sites such as PayPal and mobile apps have 
made it even easier for groups to collect entry fees and distribute prizes. Season-
long fantasy sports require players to invest a large amount of time to follow the 
performance of individual players and set their line-ups on a weekly or daily 
basis depending on the sport. Daily fantasy sports are increasingly popular, as 
they provide users more opportunities to gamble.  
 In addition to fantasy sports, another change to the gambling landscape is 
the recent introduction of simulated gambling, defined as “a digitally simulated 
interactive gambling activity that does not directly involve monetary gain but is 
otherwise structurally identical to the standard format of a gambling activity due 
to its wagering features and chance-determined outcomes of play (196).” 
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Simulated gambling can be found on the web and is also hosted on social media 
platforms such as Facebook. The potential harms associated with simulated 
gambling are not well understood (197). King and colleagues proposed two 
potential pathways by which early simulated gambling might influence later 
gambling behavior. The catalyst or risk pathway posits that simulated gambling 
is a gateway to gambling, with a built-in social network of gamblers and 
exposure to gambling advertisements. Like Internet gambling, simulated 
gambling allows for persistent, remote, and anonymous play and often uses 
features known to stimulate gambling behavior such as early big wins, 
unrestricted stakes and purchase limits, and frequent bonuses. These features 
might alter users’ cognitive and affective state, leading to misperceptions of 
chance outcomes, false beliefs about gambling skill, undervaluing of currency, 
lower sensitivity to losses, and an increased desire to gamble with real money 
(197).  
The second pathway, the containment or protection pathway, posits that 
simulated gambling might inoculate users against later problem gambling under 
certain conditions. The idea is that simulated gambling could remove the 
mystery of gambling; provide users with realistic payouts, including the 
experience of early losses that might temper expectations; and facilitate parental 
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monitoring and education as well as social feedback about gambling. In this way, 
simulated gambling would raise awareness about the risks associated with 
gambling, help users understand the basic principles of probability theory, and 
thereby diminish the urge to gamble and short-circuit the transition from 
simulated to actual gambling (197).  
In contrast to that view, some researchers have raised concerns about 
simulated gambling—specifically, that it is readily available to teens and 
emerging adults; encourages social pressure to participate by connecting to 
users’ social media profiles; promotes misperceptions about gambling; and helps 
establish and support an environment where gambling is acceptable (198). 
Recent studies have found that simulated gambling can lead to later gambling 
(199), is associated with problem gambling among the general population (200), 
and might be harmful to emerging adults (201).  
The bottom line is that these new forms of gambling, including simulated 
gambling, are increasing access to and opportunities for gambling among 
emerging adults in the U.S. 
1.2 The current study 
 An emergent crisis often stimulates the implementation of new health-
related policies on college and university campuses. Campus administrators 
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should turn to effective policies based on current research and make adjustments 
to fit the needs of their local context.  
Given the continued expansion of gambling across the U.S., the proposed 
dissertation focuses on the following aims:  
(1) Inform campus administrators, other policy makers, and researchers about the 
status of gambling policies on college campuses by testing the following 
hypotheses: 
a. Hypothesis: The number of colleges and universities in the 
College Alcohol Study (CAS) that have a gambling policy will 
have grown since the CAS survey completed in 2003 (111).  
b. Hypothesis: Colleges and universities will have implemented a 
greater number of policy components since 2003. 
c. Hypothesis: Colleges and universities will have implemented at 
least three of the ten recommendations from the 2008 Task Force 
on College Gambling Policies.  
d. Hypothesis: Certain college or university characteristics such as 
being publicly governed or having a larger undergraduate 
population, plus certain state-level characteristics such as 
having more opportunities for students to gamble, will be 
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associated with colleges and universities having implemented a 
gambling policy.  
(2) In a web-based guide, provide college administrators with further guidance on 
how to develop, implement, and evaluate effective college gambling policies 
and prevention programs that are grounded in evidence-based practice. 
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Chapter 2. Research Design and Methods 
2.1 Epidemiologic assessment of college gambling policy 
The purpose of this dissertation is to examine the prevalence and content 
of college and university gambling policies in the U.S. I used quantitative 
methods to assess the prevalence of these gambling policies, explore the 
components of each school’s policies, examine between-group differences for 
institutions with versus without a gambling policy, and explore how policies 
vary by key institutional characteristics (e.g., size, location, governance) and key 
state characteristics (e.g., types of gambling available, number of gambling 
venues).  
2.1.1 Study sample 
The study sample comprises the 117 public and private colleges and 
universities identified in the fourth wave of the College Alcohol Study completed 
in 2003 that were still open in 2017 (202). Using this sample allows a comparison 
with the previous gambling policy analysis conducted by Shaffer and colleagues 
in 2003 (111).  
Wechsler and colleagues identified a sampling frame of four-year U.S. 
colleges and universities from the American Council on Education’s list of 
accredited schools (203). From this list, they used probability sampling based on 
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enrollment size to select 179 colleges and universities. To address the relative 
lack of small colleges (enrollment less than 1,000 students) and the small number 
of women-only colleges, the researchers oversampled by selecting an additional 
15 small colleges and 10 women-only colleges. Nine colleges were removed from 
the sample because they were atypical institutions (i.e., seminary, military, or 
allied health). The final sample included 195 colleges and universities of which 
140 agreed to participate (72%). Comparing nonparticipating schools with 
participating schools, the only significant difference was that a lower percentage 
of small colleges participated. Two-thirds of the participating schools were 
public, and two-thirds were in urban or suburban settings. Participating 
institutions were located in 38 states and the District of Columbia. By the fourth 
wave in 2001, 119 colleges remained in the sample, which is the sample that 
Shaffer and colleagues surveyed. I used this same sample removing two colleges 
that had closed or merged with another institution since the original study (111).  
This sample is protected by a confidentiality agreement between the 
Division on Addiction, Cambridge Health Alliance, and the Harvard School of 
Public Health. For that reason, I have not identified any individual schools. I also 
used the Division’s standard procedures for protecting confidential data by 
identifying schools by using a unique ID number and storing data on password-
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protected computers. A file that identifies the schools is stored separately from 
the coding data and is also password-protected. 
2.1.2 Study procedures  
The procedures for this dissertation were modified from previous 
investigations of college gambling policies (111, 204). There are four main 
sources of information: 1) student policy documents, which were subdivided into 
four sources (i.e., student handbooks, student codes of conduct, residential life 
policies, and other gambling policies); 2) supporting web-based gambling-related 
materials (e.g., student counseling or health websites); 3) substance use, mental 
health, wellness, or gambling task force, committee, or coalition webpages; and 
4) campus recovery community webpages.  
To identify gambling-related policies, I first examined each institution’s 
website to obtain an electronic copy (.pdf or .htm) of student policy documents 
regulating student behavior, including the school’s gambling policy. I used 
student handbooks, codes of student conduct, and residential policies as the 
primary sources because 1) they are widely distributed to all students at the 
beginning of the school year, and 2) students are supposed to be familiar with 
the contents of these documents. To locate these documents, I used the search 
feature of each college’s or university’s website using relevant search terms (i.e., 
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“student handbook,” “code of conduct,” “student conduct,” “residential life 
handbook,” “residential life policy”).  
In addition, I searched each website for supporting materials (e.g., 
problem gambling pamphlets, self-administered gambling screen) designed to 
raise student awareness about problem gambling and promote prevention, 
treatment, and recovery. Particular attention was given to each institution’s 
mental health counseling and health center websites because, as McKinley and 
colleagues suggested, these resources are convenient, can be used anonymously, 
and provide a wealth of health information (205). To search for these supporting 
materials, I used the search function of each institution’s website using relevant 
search terms (i.e., “gambling,” “wagering,” “betting,” “games of chance,” 
“gambling policy,” “university (college) regulations,” “university (college) 
policies,” “recovery program,” “recovery community,” “student recovery,” 
“recovery policies,” “mental health policies,” and “mental health treatment 
policies”). After using the search function, I also completed a thorough review of 
all of the institutional website’s relevant sections (e.g., student affairs, student 
health services).  
If electronic copies of student policies and other supporting materials 
were not available from the website, I planned to send an e-mail request 
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(Appendix A) to the appropriate office(s) at each college or university (i.e., dean 
of students, student conduct office, residence life, or other relevant 
representative). If there was no response after 5 business days, I planned to 
follow up by alternating between telephone calls and e-mails every 2 to 3 
business days (Appendix B). In fact, I was able to locate electronic copies of 
student policy documents for all 117 colleges and universities in the sample and 
did not need to contact any campus officials directly. Due to the confidential 
nature of the sample, I stored all materials on a password-protected and 
encrypted computer and backed the files up on a secure cloud service.  
I was able to locate 384 documents across the 117 institutions: 88 student 
handbooks; 79 student codes of conduct; 67 residential life policies; 7 other 
gambling policy documents; 36 student counseling or health websites with 
supporting web-based gambling-related materials; 59 documents for substance 
use, mental health, wellness, or gambling committee/coalition websites; and 48 
websites for campus recovery communities. 
I assessed these materials using a modified version of the coding scheme 
and instrument used previously by Shaffer and colleagues (111), which is 
presented in Appendix C. I programmed the coding instrument into Qualtrics to 
reduce data entry errors. I assigned each school a unique three-digit code to 
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protect their identity in the database.  
Before coding documents for the entire sample, another researcher and I 
independently coded the materials from a random sample of ten institutions. I 
compared the results for coding discrepancies, highlighted the inconsistencies, 
and worked with the second coder to resolve them, after which we met and 
finalized the coding sheet. I calculated interrater reliability by comparing the 
number of agreed upon variables by the total number of variables. The 
intercoder agreement was 95%. Next, I coded all of the documents for the 
remaining institutions, after which I downloaded the data from Qualtrics as an 
SPSS file and completed all analyses using SPSS version 23.  
Because I am comparing these data with results from the 2003 study by 
Shaffer and colleagues, it is important to list the two studies’ methodological 
differences. The most significant change relates to the method for identifying 
gambling policies. For their original study, Shaffer and colleagues contacted staff 
at each institution to request copies of policy materials (111). Since that 2003 
study, colleges and universities have become more reliant on their websites to 
disseminate important policies and procedures. According to the Pew Research 
Center, 98% of undergraduate students use the Internet (206), while 74% rely on 
the Internet for health information (207). In fact, a 2010 study of Oregon college 
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students found that 55% said the Internet is the best way to get health 
information about problem gambling (208). Accordingly, I did a search of each 
institution’s website and planned to contact staff only if no materials were posted 
online, but as explained above, that proved to be unnecessary. 
The second change is that the revised coding document incorporated 
changes to the college gambling policy environment since Shaffer et al.’s 2003 
study. Most notably is the inclusion of items related to the nine of the 
recommendations issued by the Task Force on College Gambling Policies (180).  
Finally, to better understand the gambling environment surrounding each 
college or university, I conducted a review of state websites and databases and 
gambling trade websites to identify venues and other formal opportunities to 
gamble in the communities nearby each college campus. This information was 
used to calculate a variety of state-level gambling measures including the total 
number of venues and types of gambling in each state.  
2.1.3 Inclusion criteria  
For a college gambling policy to be eligible for coding and analysis, each 
electronic or print document needed to meet the following criteria: 1) the policy 
must prohibit or regulate gambling among students at the college or university; 
2) the policy had to be in effect—that is, in the handbook or code of conduct for 
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the current academic year, 2016-17; 3) the policy had to be in English; 4) the 
policy had to be readily available to students and the public in either electronic 
or hard copy; and 5) the policy had to be available for review and coding no later 
than June 15, 2017. Similarly, gambling-related supporting materials had to meet 
the following criteria: 1) the document had to mention gambling or problem 
gambling; 2) the document had to be in English; 3) the document had to be 
readily available to students and the public in either electronic or hard copy; and 
4) the document had to be available for review and coding no later than June 15, 
2017.  
2.1.4 Measures 
Institutional characteristics. The coding instrument (see Appendix C) 
included places to record key institutional characteristics taken from the Fall 
2016 College Navigator database made available by the U.S. Department of 
Education’s National Center for Education Statistics (NCES). The database 
includes information collected by the Integrated Postsecondary Education Data 
System (IPEDS), the NCES’ primary data collection program for postsecondary 
education. I recorded statistics for each college or university, including whether 
the campus is in an urban, suburban, or rural setting and its governance (i.e., 
public or private). I categorized undergraduate enrollments into six groups using 
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a modified version of the Carnegie Classification of Institutions of Higher 
Education (209): 1) small, with 1 to 1,999 students; 2) small/medium, with 2,000 
to 4,999 students; 3) medium, with 5,000 to 9,999; 4) medium/large, with 10,000 to 
19,999; 5) large, with 20,000 to 29,999; and 6) extra-large, with 30,000 or more.  
I also categorized colleges and universities by their geographic location 
using the four U.S. Census regions (210): 1) Northeast: Connecticut, Maine, 
Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode 
Island, or Vermont; 2) Midwest: Illinois, Indiana, Iowa, Kansas, Michigan, 
Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, or 
Wisconsin; 3) South: Alabama, Arkansas, Delaware, District of Columbia, 
Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, 
Oklahoma, South Carolina, Tennessee, Texas, Virginia, or West Virginia; 4) West: 
Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New 
Mexico, Oregon, Utah, Washington, or Wyoming. 
State-level characteristics. I documented the number of gambling venues 
in each state and which types of gambling each state permits: 1) Native American 
casinos; 2) land-based or river boat casinos and racinos; 3) bingo; 4) limited 
stakes gaming; 5) card rooms; 6) pari-mutuel; 7) lottery; and 8) daily fantasy 
sports.   
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Gambling policy characteristics. For each college or university with a 
gambling policy, I assessed the policy as either punitive or treatment-oriented. 
Next, I grouped the stated penalties for violating the gambling policy into the 
following categories: confiscation, referral to the judiciary committee, mandated 
interventions, probation, restriction, suspension, dismissal, parental notification, 
refer for local legal action, determined on a case-by-case basis, gradated by the 
number of offenses, and gradated by seriousness of the offense. I also noted 
differences in policies regarding on- versus off-campus gambling as well as legal 
versus illegal gambling.  
I coded the supporting documents by examining if and how each college 
and university helps students who have gambling problems before or after 
matriculating, and whether each school operates its own programs or refers 
students to off-campus programs to support their treatment and recovery. 
Specifically, I noted if students could seek a leave of absence or by their choice 
could continue with classwork while in treatment, plus the academic and 
financial impact on students who take a leave of absence. In addition, I coded 
whether and how each college or university informs the campus community 
about the gambling policy.  
Finally, I assessed all colleges and universities with gambling policies 
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using nine of the 2008 recommendations from the Task Force on College 
Gambling Policies (180). The Task Force recommendations are as follows: 1) 
constitute a campus-wide committee focused on gambling or with a broader 
focus that includes gambling; 2) ensure consistency between policy and local, 
state, and federal laws; 3) prohibit gambling at special events; 4) engage in 
campus-community collaboration to reduce student gambling problems; 5) have 
a different punishment track for students with gambling problems who seek 
assistance; 6) accommodate students focused on recovery; 7) use surveys to 
monitor students’ attitudes, beliefs, and gambling behavior; 8) promote gambling 
disorder as a mental health problem; and 9) use evidence-based strategies to 
identify and help students with gambling problems.  
Problem gambling and campus recovery community measures. I noted 
whether the colleges and universities provided students with any web-based 
resources related to gambling or problem gambling. Institutions that did so were 
further assessed to determine the types of web-based resources provided, 
specifically if they offered: 1) web-based, self-administered gambling screens; 2) 
web-based materials with general information about problem gambling and 
gambling disorder; 3) links to third-party information materials; and 4) links to 
third-party treatment sources.  
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Further, I documented whether the institutions had a campus recovery 
community for students in recovery and, for those that did, if they supported 
students with a gambling disorder. I also assessed each collegiate recovery 
program to determine if it had the following elements: 1) on-campus outpatient 
treatment; 2) on-campus self-help group; 3) on-campus housing for students in 
recovery; 4) off-campus inpatient treatment; 5) off-campus outpatient treatment; 
6) off-campus self-help groups; 7) off-campus housing for students in recovery; 
8) informational or educational materials for students; 9) informational or 
educational materials for families; 10) academic support for students in recovery; 
11) academic credits for course work required in recovery; and 12) life skills 
training. 
Committee on substance use, mental health, or gambling. I assessed 
whether each college or university has a task force, committee, or coalition 
charged with addressing substance use, mental health, or gambling and, if so, its 
membership: 1) campus administrators (e.g., Dean of Students or Director of 
Residence Life); 2) health services staff (e.g., Director of Health Services, Director 
of Counseling and Psychological Services, Director of Health Promotions); 3) 
campus-based researchers and evaluators; 4) athletics staff (e.g., Athletic 
Director, Assistant Athletic Director for Compliance, Athletics Counselor); 5) 
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student activities/life staff (e.g., Director of Campus Activities, Director of 
Student Activities, Director of Student Affairs, Director of New Student 
Orientation); 6) student group representatives (e.g., student government 
representative, Greek system representative, honor society representative, 
student-athlete, other student club/organization representatives); 7) other 
campus stakeholders (e.g., representatives from marketing and public relations, 
campus ministry, diversity and inclusion program); 8) community stakeholders 
(e.g., staff from addiction treatment services, state gambling council) 9) industry 
stakeholders (e.g., casino staff for responsible gambling and government 
relations, manager from lottery retailer); and 10) government stakeholders (state 
or local government officials with the executive or legislative branches, state or 
local public health office representatives). 
2.1.5 Analysis plan  
First, I ran descriptive statistics for the full sample of colleges and 
universities and then compared these results to the 2003 study conducted by 
Shaffer and colleagues to determine how the prevalence of college gambling 
policies had changed since 2003 and how the nature of those policies had 
evolved. Next, I examined the relationship between the implementation of 
campus gambling policies and both institutional characteristics (e.g., geographic 
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location, size, governance) and state-level characteristics (e.g., types of legal 
gambling available, total number of gambling outlets).  
I ran a factor analysis using varimax rotation to determine whether the 38 
policy elements could be reduced into component policy factors. Next, I ran a 
series of univariate logistic regressions to examine policy differences among 
schools with varying institutional and state-level characteristics, followed by 
multivariate logistic regressions to see which predictive variables from 2003 and 
2017 were associated with having a gambling policy in 2017. 
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Chapter 3. Results 
3.1 Descriptives 
3.1.1 Composition and prevalence of college and university gambling policies 
College and university characteristics. In 2003, there were 119 colleges and 
universities in the sample. During the ensuing decade and a half, two institutions 
closed, leaving a final sample of 117 institutions in the 2016-2017 academic year.  
As Table 3.1 shows, among the final sample, 69.2% of institutions are 
public and 30.8% were private. The schools are fairly evenly divided into the 
four U.S. Census regions:, 24.8% were in the Northeast, 27.4% in the Midwest, 
30.8% in the South, and 17.1% in the West.  
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Table 3.1 College/university-level characteristics 2003 vs 2017 (n=117). 
 2003 2017 
  n % n % 
Enrollment Categories     
0-1999 18 15.4% 7 6.0% 
2000-4999 18 15.4% 11 9.4% 
5000-9999 28 23.9% 19 16.2% 
10000-19999 40 34.2% 24 20.5% 
20000-29999 9 7.7% 25 21.4% 
30000+ 4 3.4% 31 26.5% 
Governance     
Public 81 69.2% 81 69.2% 
Private 36 30.8% 36 30.8% 
US Census Region     
Northeast 29 24.8% 29 24.8% 
Midwest 32 27.4% 32 27.4% 
South 36 30.8% 36 30.8% 
West 20 17.1% 20 17.1% 
Campus Setting     
Urban 81 69.2% 81 69.2% 
Suburban 20 17.1% 20 17.1% 
Town 14 12.0% 14 12.0% 
Rural 2 1.7% 2 1.7% 
Religious Affiliation     
Yes 16 13.7% 16 13.7% 
Women's College     
Yes 5 4.3% 5 4.3% 
Historically Black College     
Yes 3 2.6% 3 2.6% 
NCAA Division     
No Athletics 8 6.8% 8 6.8% 
Division I 72 61.5% 72 61.5% 
Division II 20 17.1% 20 17.1% 
Division III 17 14.5% 17 14.5% 
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Looking at campus settings, 69.2% of the institutions are located in cities, 17.1% 
in suburban areas, 12.0% in towns, and 1.7% in rural areas.  
Undergraduate enrollment among the sample was skewed towards larger 
institutions. By 2017, 6.0% of institutions had an undergraduate student 
enrollment of fewer than 2,000 students, 9.4% between 2,000 and 4,999 students, 
16.2% between 5,000 and 9,999 students, 20.5% between 10,000 and 19,999 
students, 21.4% between 20,000 and 29,999 students, and 26.5% with 30,000 or 
more students.  
A small percentage of schools (13.7%) are religiously affiliated, 4.3% are 
women-only colleges, and 2.6% are considered historically black colleges. 
Considering school athletics, 6.8% have no NCAA division athletics, 61.5% are 
Division I schools, 17.1% are Division II schools, and 14.5% are Division III 
schools.  
As figure 3.1 shows, 49.6% of colleges and universities either did not have 
or did not report on their websites that they had a task force, committee, or 
coalition to address alcohol and other drug use, gambling, or student mental 
health and wellness. Among the remaining schools, 2.6% reported having a 
wellness or mental health task force that included problem gambling, and 47.9% 
had a task force focused on alcohol use or alcohol and other drug use.  
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Figure 3.1. Prevalence of alcohol and other drug use, gambling, and mental health 
wellness committees, 2017 (n=117). 
  
 
As figure 3.2 shows, the college and university staff most often identified 
as being members of a mental health or substance use task force were health 
services staff (83.1%), school administrators (74.6%), and staff responsible for 
student activities/life (72.9%). Approximately two-thirds of colleges and 
universities reported other campus stakeholders (66.1%) and student group 
representatives as committee members. Nearly six in ten colleges and 
universities (59.3%) reported having researchers or evaluators as part of their 
committee. Only 42.4% reported having a member from the athletics department. 
Potential members from outside the university, such as community stakeholders 
(32.2%), government officials (22.0%), and industry stakeholders (5.1%) were the 
least likely to be members.  
49.6%
47.9%
2.6%
No committee mentioned
Alcohol and other drug use
committee
Wellness or mental health
committee with gambling focus
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Figure 3.2. Membership among colleges/universities with an alcohol and other drug use, 
gambling, or mental health wellness task force, committee, or coalition, 2017 (n=59). 
 
Among the sample, 48 colleges and universities (41.0%) posted on their 
website about having a campus recovery community to support students in 
recovery from addiction. Among the 48 campus recovery communities, only 
three (6.3%) included programming related to problem gambling.  
A review of campus recovery communities indicated that the programs 
were diverse in the services that they offered to recovering students. As figure 
3.3 shows, the most common components of a collegiate recovery program were 
on-campus self-help groups, reported by 89.6% of the programs. This was 
followed by 72.9% that reported providing life skills training, 72.9% that reported 
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referring students to on-campus outpatient treatment, 62.5% that reported 
providing students with educational materials related to addiction, and 60.4% 
that reported offering academic support to students.  
Figure 3.3. Proportion of collegiate recovery program services offered, 2017 (n=48). 
 
As table 3.2 shows, across the sampled institutions, the prevalence of past 
school-year gambling behavior in 2003 ranged from 17% to 66% of students, with 
an average prevalence of 41%. The prevalence of past-year binge drinking 
ranged from a low of 1% to a high of 80%, with an average of 43%. The past year 
prevalence of cigarette use ranged from 1% to 58%, again with an average of 
43%. The prevalence of past-year drug use ranged from 2% to 59% of students, 
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with an average of 33%. Student survey data after 2003 are not available. 
Table 3.2. Prevalence of select student behaviors and beliefs, 2003 (n=117). 
 
State-level characteristics. In 2003, colleges and universities were located 
in states that had an average of 3.6 legal forms of gambling (SD=0.94, Median=4). 
By 2017, the average number of legal forms of gambling had grown to 4.9 
(SD=0.88, Median=5). In 2003, 59.0% of colleges and universities were in states 
with four or more types of gambling; by 2017 this percentage had increased to 
91.5%.  
As table 3.3 shows, the three most prevalent forms of legal gambling 
available in each school’s state did not change between 2003 and 2017: state-run 
lotteries (97.5%), bingo (96.6%), and pari-mutuel betting (94.1%). Daily fantasy 
sports did not exist in 2003, but 92.4% of the schools were in states with this type 
of gambling by 2017. In 2003, 66.7% of the sampled colleges and universities 
were in states with commercial or tribal casinos. This figure rose to 86.4% in 2017, 
  Min Max M SD Median Skewness Kurtosis 
Shapiro-
Wilk 
Gambling  .       
Past school year 0.17 0.66 0.41 0.10 0.40 0.298 -0.031 0.986 
Binge drinking         
Past year 0.01 0.80 0.43 0.15 0.42 -0.13 -0.175 0.995 
Cigarette use         
Past year 0.01 0.58 0.34 0.09  -0.339 1.145 0.983 
Any Drug Use         
Past year 0.02 0.59 0.33 0.10 0.33 -0.072 -0.021 0.994 
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with the majority of the increase coming from states that expanded legally 
permitted gambling to include commercial casinos. By 2017, there were on 
average 19.3 casinos in states where the schools are located (SD=25.77, 
Median=12). The final two types of state-permitted gambling were card rooms 
and limited stakes gambling, with 19.5% and 5.1% of schools affected, 
respectively.  
Table 3.3. Types of gambling available at colleges and universities 2003 vs 2017 (n=117).  
 2003 2017 
 n=117 n=117 
  n % n % 
Lottery 112 95.7% 115 97.5% 
Bingo 113 96.6% 113 96.6% 
Pari-mutuel 102 87.2% 111 94.1% 
Daily Fantasy Sports (DFS) 0 0.0% 109 92.4% 
Any Casinos 78 66.7% 102 86.4% 
Commercial Casinos 21 17.9% 39 33.1% 
Native American Casinos 64 54.7% 66 55.9% 
Card Rooms 18 15.4% 23 19.5% 
Limited Stakes 2 1.7% 6 5.1% 
Number of Types of Legal 
Gambling     
4+ types 69 59.0% 107 91.5% 
6 0 0.0% 25 21.4% 
5 20 17.1% 69 59.0% 
4 49 27.4% 13 11.1% 
3 35 29.9% 9 7.7% 
2 12 10.3% 0 0.0% 
1 0 0.0% 1 0.9% 
0 1 0.9% 0 0.0% 
 
As figure 3.4 illustrates, the majority of colleges and universities (43.6%) 
were in states with an estimated prevalence of problem gambling consistent with 
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the national average of 2.2%, while 38.5% were in states with a lower prevalence 
of problem gambling and 17.9% in states with a higher prevalence.  
Figure 3.4. Percentage of colleges and universities with estimated state-level prevalence 
of problem gambling, 2017 (n=117). 
Note. M = 2.10, SD=0.50, Median 2.2 
 
College/university gambling policy descriptives. In 2017, 82 colleges and 
universities, representing 70.1% of the sample, had a written student gambling 
policy. Figure 3.6 displays where colleges and universities posted their student 
gambling policies. The policies were most often found in a student code of 
conduct (49.4%), followed by housing handbooks (45.7%), student handbooks 
(42.0%), or other locations (8.6%). These policy locations were not mutually 
exclusive as many schools posted their gambling policy in more than one 
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location. 
Figure 3.5. Location of universities/colleges gambling policies, 2017 (n=82). 
 
Table 3.4 presents the distribution pattern for where the colleges and 
universities published their gambling policies. Among the 70.1% of schools with 
a gambling policy, 57.4% published their gambling policies in only one location: 
specifically, 23.2% in residence hall policies; 18.3% in student codes of conduct; 
and 15.9% in student handbooks.  
The remaining 42.6% of schools with a gambling policy published those 
policies in a combination of the four locations. The most common combination 
was the 19.5% of schools that published their gambling policies in a student 
handbook and in a separately published student code of conduct. Table 3.4 
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summarizes the remaining policy location combinations. 
Table 3.4 University/college gambling policy location matrix, 2017 (n=117). 
 
Question 1a. Among colleges and universities participating in the 2003 
College Alcohol Study (n=117), has there been an increase in the number of 
schools with a college gambling policy by 2017? Among the 117 colleges and 
universities, researchers identified 25 (21.4%) that had a gambling policy in 2003. 
By 2017, that number had grown 228% to 82 institutions (70.1%; χ2 = 12.86 df=1, 
p<.001). As table 3.5 shows, 28.7% of the schools never implemented a gambling 
policy during the study period, while almost a quarter of schools (21.7%) had a 
gambling policy at both times. Just under half of the colleges and universities 
implemented a gambling policy during the period between 2003 and 2017. None 
of the schools that had a student gambling policy in 2003 were without a 
n % Handbooks 
Student Code of 
Conduct Residence Policy Other None 
19 23.2%   X   
16 19.5% X X    
15 18.3%  X    
13 15.9% X     
8 9.8%  X X   
5 6.1%   X X  
3 3.7% X  X   
1 1.2% X X X   
1 1.2% X X X X  
1 1.2%  X  X  
35 29.9%         X 
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gambling policy in 2017. 
Table 3.5. Gambling policy change matrix (n=117). 
 n % 
No gambling policy in 2003 or 2017 33 28.7% 
Gambling policy in 2003 and 2017 25 21.7% 
Added gambling policy after 2003 57 49.6% 
Removed gambling policy after 2003 0 0.0% 
Question 1b. What is the composition of college gambling policies in 2017? 
As table 3.6 shows, among the 25 schools with gambling policies in 2003, 44.0% 
prohibited all gambling on campus and 12.0% reported prohibiting gambling off 
campus. Nearly one-third (32.0%) of colleges and universities with a gambling 
policy specifically mentioned all gambling; none of the schools mentioned only 
illicit gambling. Also, 12.0% prohibited gambling at special events on campus.  
No schools in the 2003 sample had specific gambling policies to address 
students who arrive on campus with an existing gambling problem or develop 
problems after entering the institution. In addition, no schools had policies 
pertaining to treatment, including areas such as operating a recovery program 
for problem gambling, making referrals to off-campus treatment, permitting 
students a leave of absence to address problem gambling, or allowing those in 
gambling recovery to stay in their residence hall.  
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Table 3.6. College/university implementation of gambling policy components 2003 vs 
2017 (n=117).  
 
2003 
n=25 
2017 
n=82 
  n % n % 
Policy defines gambling (Q1)     
Yes -- -- 10 12.2% 
No -- -- 72 87.8% 
All gambling prohibited on campus (Q2)     
Yes 11 44.0% 61 74.4% 
No 14 56.0% 21 25.6% 
Penalties for violating on-campus gambling 
prohibition (Q2a)     
Determined on a case-by-case basis -- -- 59 96.7% 
Not specified -- -- 59 96.7% 
Parental notification   1 1.6% 
Graded by # of offenses   1 1.6% 
Local legal action   1 1.6% 
All gambling prohibited off campus (Q3)     
Yes 3 12.0% 4 4.9% 
No 22 88.0% 78 95.1% 
Penalties for violating off-campus gambling 
prohibition (Q3a)     
Not specified -- -- 4 100.0% 
Determined on a case-by-case basis -- -- 4 100.0% 
Current document indicates punishment 
escalates (Q4)     
Yes -- -- 1 1.2% 
No -- -- 81 98.8% 
Punishment varies by type of gambling (Q5)     
Yes -- -- 0 0.0% 
No -- -- 82 100.0% 
Types of gambling mentioned in the policy 
(Q6):     
All gambling 8 32.0% 61 75.3% 
Prohibited -- -- 57 93.0% 
Regulated, must be approved -- -- 4 7.0% 
Illicit gambling   20 24.7% 
Prohibited -- -- 20 100.0% 
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Policy on students who develop gambling 
problem upon entering college/university (Q7)     
Yes 0 0.0% 0 0.0% 
No 25 100.0% 82 100.0% 
Policy on student who develop gambling 
problem after entering college/university (Q8)     
Yes 0 0.0% 0 0.0% 
No 25 100.0% 82 100.0% 
Policy on student who are in gambling recovery 
upon entering college/university (Q9)     
Yes 0 0.0% 0 0.0% 
No 25 100.0% 82 100.0% 
Policy on students who enter gambling 
recovery while attending the college/university 
(Q10)     
Yes 0 0.0% 0 0.0% 
No 25 100.0% 82 100.0% 
Policy indicates that the campus operates a 
recovery program for students with gambling 
disorders (Q11)     
Yes 0 0.0% 2 2.4% 
No 25 100.0% 80 97.6% 
Policy indicates campus makes referrals to an 
off-campus recovery program for students with 
gambling disorders (Q12)     
Yes 0 0.0% 3 3.7% 
No 25 100.0% 79 96.3% 
Policy makes clear all of the different ways the 
campus informs students about the official 
school gambling policy (Q13)     
Yes 24 96.0% 0 0.0% 
No 1 4.0% 82 100.0% 
Policy permits students a leave of absence to 
participate in a gambling recovery program 
(Q14)     
Yes 0 0.0% 0 0.0% 
No 25 100.0% 82 100.0% 
Policy allows students in a gambling recovery 
program to participate in treatment while living 
in a dormitory on campus (Q15)     
Yes 0 0.0% 0 0.0% 
No 25 100.0% 82 100.0% 
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The analysis of the policies in place in 2017 was more extensive. As shown 
in table 3.6, among the 82 colleges and universities with a gambling policy that 
year, 12.2% defined gambling in their policy documents. By 2017, 74.4% of those 
with a gambling policy prohibited gambling on campus; 4.9% also prohibited 
off-campus gambling. This contrasts with the 2003 findings which showed 44.0% 
of gambling policies prohibiting on-campus and 12.0% prohibiting off-campus 
gambling.  
Among the 61 schools that prohibited on-campus gambling, most (96.7%) 
did not explicitly explain what penalties students might face for violations. In 
almost every instance, it was implied that administrators would address 
gambling policy violations on a case-by-case basis (96.7%). A handful of schools 
did describe the potential punishment for violating their policies, noting that a 
range of prohibited behaviors, including gambling, would be judged by the 
number of offenses, result in parental notification of the policy violation, and 
might give rise to local legal action. The four colleges that prohibited off-campus 
gambling provided no details about what punishments might be leveled for 
violations, implying that they would be handled on a case-by-case basis. No 
colleges or universities reported that the punishment would escalate for each 
subsequent violation, nor did punishment differ depending on the type of 
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gambling the student participated in.  
For schools that had a gambling policy in 2017, 61 schools stated that the 
policy applied to all gambling, while 20 schools specifically mentioned illicit 
gambling only. Among the policies that mentioned all gambling, 93.0% 
prohibited gambling, and 7.0% required school approval to participate. All 20 
schools with gambling policies focused only on illicit gambling expressly 
prohibited those forms of gambling. One of the most significant changes from 
2003 to 2017 was the number of schools that had a policy prohibiting gambling 
events on campus, growing 144% to 29.3% of those with a gambling policy.  
Similar to the 2003 results, no schools reported any policies for how they 
would address students who develop problem gambling before, upon arriving, 
or after entering the college or university, nor did any have a policy about on-
campus recovery programs, referrals to recovery programs, or allowing students 
to live on-campus while in recovery from a gambling disorder.  
3.1.2 Implementation of the Task Force on College Gambling Policies recommendations 
Question 1c. Are colleges and universities following the College Gambling 
Task Force recommendations published in 2008? As table 3.7 shows, institutions 
with a gambling policy had not followed very many of the College Gambling 
Task Force’s recommendations by 2017, having implemented on average only 
87 
 
1.65 of them (SD=0.87, Median=1.83). The first recommendation, to constitute a 
campus committee to address addiction, including gambling, was followed by 
2.4%. Another 48.8% reported having a committee focused on substance use 
only. The remaining 48.8% did not mention having a committee to address these 
issues anywhere on their website. 
Table 3.7. Prevalence of schools implementing Task Force on College Gambling 
Recommendations (n=82). 
 2017 
n=82 n % 
TRF1. College/university has campus wide committee to address 
addiction, including gambling (Q16)   
Task force that includes gambling behavior 2 2.4% 
Task force for alcohol and drug use only 40 48.8% 
Not task force mentioned 40 48.8% 
TRF2. Ensure that college policies are consistent with local, state, 
federal laws.   
TRF2a. College/university policies compliance with local, state, 
federal laws (Q16b)   
Yes 82 100.0% 
Not mentioned 0 0.0% 
TRF2b. College/university promotes awareness of gambling laws 
(Q16bb)   
Yes 0 0.0% 
Not mentioned 82 100.0% 
TRF2c. College/university collaborates with law enforcement on 
illegal gambling (Q16bc)   
Yes 0 0.0% 
Not mentioned 82 100.0% 
TRF3. College/university prohibits gambling at special events (16c)   
Yes 24 29.3% 
Not mentioned 58 70.7% 
TRF4. College/university collaborates w/ community to reduce student 
gambling problems (Q16d)   
Yes 2 2.4% 
Not mentioned 80 97.6% 
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The second recommendation was to ensure that campus policies were 
consistent with local, state, and federal laws. From a review of college and 
TRF4a. College/university restricts gambling advertising to students 
(Q16da)   
Yes 0 0.0% 
Not mentioned 82 100.0% 
TRF5. College/university adjusts discipline if gambling policy violators 
seek assistance (Q16e)   
Yes 0 0.0% 
Not mentioned 82 100.0% 
TRF6. College/university makes accommodations for students focused 
on recovery   
TRF6a. Allows students time off to address problem gambling 
through medical leave of absence (Q16f)   
Yes 68 82.9% 
Not mentioned 14 17.1% 
TRF6b. Allows students involved in off-campus treatment to 
continue in classes (Q16k)   
Yes 0 0.0% 
Not mentioned 82 100.0% 
TRF7. College/university monitors students' attitudes, behaviors, and 
problems with gambling through campus survey (Q16g)   
Yes 31 37.8% 
Not mentioned 51 62.2% 
TFR8. Promotes campus-wide awareness of gambling disorder as a 
mental health disorder with a high rate of comorbidity with alcohol 
(Q16h)   
Yes 0 0.0% 
Not mentioned 82 100.0% 
TRF8a. Disseminates information about problem gambling (Q50)   
Yes 25 30.5% 
Not mentioned 57 69.5% 
TRF9. Employs evidence-based strategies to identify and help students 
with problem gambling (Q16i)   
Yes 1 1.2% 
Not mentioned 81 98.8% 
TRF10. Strengthen capacity of counseling services to identify and treat 
gambling disorder (Not assessed) -- -- 
89 
 
university policies and their supporting materials, 100% of the schools appeared 
to meet this recommendation. However, no schools promoted awareness of these 
gambling laws, nor did they report collaborating with local law enforcement to 
reduce illegal gambling activities on campus.  
Nearly one-third of the schools (29.3%) followed the third task force 
recommendation and prohibited gambling at special events.  
The fourth recommendation, to collaborate with the community to reduce 
student gambling problems, was reported by two schools (2.4%). No schools 
reported restricting gambling advertising to students.  
The fifth recommendation, to adjust discipline for violators who seek 
problem gambling assistance, was not reported by any schools.  
Recommendation six, focused on students in recovery, has two parts. 
First, 82.9% of schools stated that they allow students to take a medical leave of 
absence to address mental health problems including problem gambling. Second, 
no policy documents or supporting materials discussed allowing students in off-
campus treatment to continue with their classes.  
More than one-third (37.8%) of schools followed the Task Force’s seventh 
recommendation to conduct a campus survey to monitor students' attitudes, 
behaviors, and problems with gambling. 
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None of the schools followed Task Force recommendation eight, to 
promote campus-wide awareness of gambling disorder as a mental health 
disorder that has a high rate comorbidity with alcohol use. However, nearly one-
third of schools (30.5%) did disseminate information about problem gambling 
through their website.  
Finally, consistent with the Task Force’s ninth recommendation; one 
school (1.2%) reported using evidence-based strategies to identify and help 
students with problem gambling. 
 As mentioned previously, 37.8% of schools reported surveying students 
periodically about gambling. Of these, more than one-third (38.7%) surveyed 
students annually, 25.8% every other year, 6.5% every three years, and 29.0% 
every four years or more. 
Forty-eight schools (58.5%) provided students with problem gambling 
resources on their websites. Specifically, 75.0% of these schools had links on their 
health or counseling center websites that directed students to treatment 
resources, while more than half (52.8%) provided links to outside sources that 
offered general information about problem gambling such as a brief screening 
tool. One-third of schools (33.3%) with problem gambling resources provided 
their own content on their health or counseling websites, while 19.4% with 
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problem gambling resources provided an online, self-administered problem 
gambling screen. 
3.2 Factor analysis 
 In chapter 2, I proposed conducting a factor analysis using the 38 policy 
elements to determine if they could be reduced into component factors. As 
reported in the previous section, 20 of the policy questions were not endorsed by 
any of the 82 schools that had a gambling policy. Analysis of the remaining 18 
questions produced a model with seven factors each with an eigen value greater 
than 1 that explained 70.2% of the total variance, as shown in table 3.8. With the 
18 variables loading on so many factors, I decided not to conduct any analyses 
using combined factor scores. 
3.1.3 Association between state- and school-level characteristics and gambling policy 
Univariate analysis. Next, I conducted a series of univariate logistic 
regressions to determine which state- and school-level variables to include in a 
subsequent multivariate analysis.  
Model 1. Which variables are associated with having a gambling policy in 
2017? As table 3.9 shows, none of the state-level characteristics—types of legal 
gambling in 2017, total number of casinos in 2017, or estimated state prevalence 
of problem gambling in 2003—were associated with schools having a gambling 
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policy in 2017 (Model 1). Examining individual school characteristics, I found 
that, compared to private universities, public universities were 2.6 times more 
likely to have a gambling policy in 2017. Schools with Division II athletics 
programs were nine times more likely than schools without athletic programs to 
have a gambling policy. Finally, a one percentage point increase in the 
prevalence of gambling in the past school year was associated with being 308 
times more likely of having a gambling policy in 2017. 
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Table 3.8. Factor loadings and communalities using principal component analysis with varimax rotation for 18 variables from 
the college gambling policy assessment, n=82. 
 
  Component 
Factor 1. 
Identification 
and awareness 
Factor 2. 
Gambling 
status in 
policy 
Factor 3. 
Policies and 
provisions 
Factor 4. 
Information 
and resources 
Factor 5. 
Prohibition 
measures 
Factor 6. 
Punishment 
vs treatment 
Factor 7. 
Recovery 
policies 
16h. Does school promote 
campus-wide awareness of 
pathological gambling as mental 
health disorder with comorbidity 
with alcohol? 
0.94 
      
16i. Does school employ 
evidence-based strategies to 
identify and help students with 
gambling and alcohol problems. 
0.94 
      
16d. Does school collaborate w/ 
community to reduce problems 
with student gambling (e.g., 
efforts to prevent underage 
gambling)? 
0.85 
 
0.18 
  
0.13 
 
16a. Does school have campus-
wide committee to develop and 
monitor comprehensive 
gambling policy OR committee 
with broader focus that includes 
gambling? 
0.60 
 
0.42 -0.28 -0.19 
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6. Does the current document 
contain a policy on each of the 
following - Yes, the policy 
mentions this type of gambling 
[All Gambling] 
-0.14 0.91 
     
2. Does the current document 
state that all gambling is 
prohibited on campus? 
0.15 0.86 -0.16 
    
6. Does the current document 
contain a policy on each of the 
following - Yes, the policy 
mentions this type of gambling 
[All illicit gambling] 
0.17 -0.86 
     
16c. Does school prohibit 
gambling at special events? 
0.24 
 
-0.68 -0.12 0.21 0.18 
 
16g. Does school 
measure/monitor students’ 
attitudes, behaviors, and 
problems with gambling through 
a campus survey? 
0.21 
 
0.55 -0.39 0.16 
 
0.18 
Does the school have any web-
based materials related to 
gambling, problem gambling, or 
gambling disorder? 
0.24 
 
0.52 
 
0.12 
 
-0.28 
1. Does the current document 
define 
 gambling? 
   
0.77 
  
0.22 
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11. Does the current document 
indicate that the campus operates 
a recovery program for students 
with gambling disorders? 
   
0.64 
 
0.11 
 
3. Does the current document 
state that all gambling is 
prohibited off campus? 
  
-0.24 
 
0.83 
  
12. Does the current document 
indicate that the campus makes 
referrals to an off-campus 
recovery program for students 
with gambling disorders? 
  
0.39 -0.15 0.69 
 
0.12 
16f. Does school make reasonable 
accommodations for students 
focused on recovery (i.e., medical 
leave of absence, flexible class 
scheduling while in treatment, 
refunds for those in treatment)? 
 
-0.10 
 
-0.29 -0.11 -0.79 
 
4. Does the current document 
indicate that punishment 
escalated for each subsequent 
offense? 
  
-0.20 -0.18 
 
0.74 
 
Does the school have a recovery 
program/community? 
0.18 0.21 0.21 
   
-0.74 
9. Does the current document 
contain a policy on students who 
are in gambling recovery upon 
entering the college/ university? 
  0.38         0.71 
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Model 2. Which variables are associated with implementing a gambling 
policy between 2003 and 2017? I also conducted univariate analysis to explore 
factors that might predict the implementation of a gambling policy between 2003 
and 2017. No state-level characteristics were associated with this outcome. Only 
one school-level characteristic was predictive: the 2003 prevalence of past-school 
year gambling. Specifically, each 1 percentage point increase in the prevalence 
was associated with being 2,755 times more likely of implementing a gambling 
policy between 2003 and 2017. 
Multivariate analysis. Next, I conducted multivariate logistic regressions 
to examine which school- and state-level factors from 2003 and 2017 might be 
associated with having a gambling policy in 2017 (Model 1) and acting to 
implement a gambling policy after 2003 (Model 2). To determine which variables 
from the univariate analysis I would include in the final models, I followed the 
purposeful selection of variables in regression methods proposed by Hosmer and 
Lemeshow (211), as described by Bursac et al (212). 
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Table 3.9 Univariate logistic regression assessing associations between state- and school-
level characteristics and having a gambling policy in 2017 (Model 1) and implementing a 
policy between 2003 and 2017 (Model 2). 
 
Model 1: Gambling 
Policy 2017 (n=117) 
Model 2: Change in 
Gambling Policy (n=90) 
 OR 95% CI OR 95% CI 
State Level Characteristics     
Types of legal gambling (2017)     
4 or fewer types (ref)     
5 types 1.40 0.51-3.84 2.46 0.72-8.39 
6 types 1.13 0.34-3.77 1.90 0.47-7.70 
Total casinos (2017) 1.01 0.99-1.02 1.01 0.99-1.03 
Estimated prevalence of problem 
gambling (2017) 0.82 0.37-1.81 0.71 0.30-1.70 
School Level Characteristics     
Enrollment Categories     
0-1999 0.46 0.09-2.54 0.42 0.07-2.55 
2000-4999 0.61 0.14-2.64 0.53 0.11-2.49 
5000-9999 0.60 0.17-2.04 0.42 0.11-1.60 
10000-19999 1.32 0.37-4.72 1.54 0.34-7.06 
20000-29999 0.74 0.23-2.37 0.63 0.19-2.13 
30000+ (ref.)     
Governance     
Public 2.61* 1.13-6.01 2.26 0.91-5.66 
Private (ref)     
Campus setting     
Urban 1.05 0.44-2.46 1.40 0.55-3.56 
Not urban (ref)     
Religious affiliation     
Yes 0.67 0.22-2.02 0.54 0.14-2.02 
No (ref)     
NCAA division     
No athletics (ref)     
Division 1 2.27 0.52-9.92 2.27 0.46-11.18 
Division 2 9.00* 1.20-67.42 8.00 0.96-66.45 
Division 3 1.43 0.26-7.74 1.52 0.25-9.30 
Important to attend athletic events 
prevalence ('03) 0.46 0.03-6.96 0.36 0.02-6.46 
Past year binge drank prevalence ('03) 0.50 0.03-7.43 0.63 0.02-17.34 
Past school year gambling prevalence 
('03) 308.07* 3.05-31159.71 2755.54* 12.88-589366.08 
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I included in the final models any variables from the univariate analysis 
with p-values < 0.25. Using these criteria, only three school-level variables were 
included in the multivariate analysis: governance; NCAA division; and 2003 
past-year gambling prevalence. 
Question 1d. Among colleges sampled as part of the fourth wave of the 
College Alcohol Study, (n=117) are certain state- and school-level characteristics 
predictive of having a gambling policy in 2017 (Model 1) or predictive of 
implementing a policy between 2003 and 2017 (Model 2)? As table 3.10 shows, 
with the purposefully selected variables from the univariate analysis entered into 
the multivariate logistic regression, none of the school-level characteristics—
governance; NCAA division; or prevalence of past-school year gambling in 
2003—were associated with having a gambling policy in 2017 (Model 1).  
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Table 3.10. Multivariate logistic regression assessing associations between state-level and 
school-level characteristics and having a gambling policy in 2017 (Model 1) and 
implementing a policy between 2003 and 2017 (Model 2).  
 Model 1   Model 2  
 OR 95% CI OR 95% CI 
School Level Characteristics     
Governance     
Public 2.05 0.79-5.35 1.78 0.58-5.45 
Private (ref)     
NCAA Division     
Division 1 1.28 0.26-6.29 1.16 0.21-6.57 
Division 2 4.87 0.60-39.84 5.04 0.55-46.09 
Division 3 1.3 0.22-7.60 1.35 0.20-9.37 
No athletics (ref)     
Past school year gambling prev. 
('03) 107.6 0.73-15886.45 2006.1* 5.30-714966.44 
Note. * p<.05 
The only school-level characteristic that was significantly associated with 
implementing a gambling policy between 2003 and 2017 was the prevalence of 
past-school year gambling in 2003. Each 1 percentage point increase in the 
prevalence of past-school year gambling was associated with 2,006 times greater 
odds of implementing a gambling policy between 2003 and 2017. 
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Chapter 4. Discussion, Recommendations, and Conclusions 
4.1 Discussion 
This study represents the second gambling policy review for a 
representative sample of colleges and universities in the United States and is 
only the third college gambling policy review ever completed. The results 
indicate a significant increase in the prevalence of student gambling policies on 
campuses across the U.S. However, despite the greater prevalence of gambling 
policies, most of these policies did little beyond prohibiting on-campus 
gambling. In this chapter, I discuss the implications for these findings and 
provide guidance for college health practitioners interested in assessing, revising, 
or implementing, gambling policies on their campus.  
4.1.1 Composition and prevalence of college and university gambling policies 
The findings of this study show that 70.1% of U.S. colleges and 
universities now have a gambling policy, a 228% increase compared to the 
original Shaffer et al. study conducted almost 15 years ago (111). One 
explanation for this significant increase might be that the 2003 study prompted 
schools to act. Another possibility is that less than half the sample provided 
Shaffer et al. with written policy documents; for the remainder of the sample the 
researchers relied on web searches. However, college and university websites 
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were not as easily accessible or as well developed as they are today, and that 
might have led to underreporting in 2003. A third explanation is that the 2008 
release of the Task Force on College Gambling Policies recommendations (180) 
led U.S. schools to implement a gambling policy.  
The results of this dissertation stand in contrast to a recent gambling 
policy study completed in Canada with a representative sample of colleges and 
universities. Using similar methods, Zhao and colleagues reported that 32% of 
the schools had a gambling policy (204). In 2017, the present U.S. sample had a 
119% greater prevalence of schools with a gambling policy compared to the 
Canadian sample.  
While the majority of colleges and universities in this 2017 study had a 
gambling policy, those policies were lacking in detail. College administrators 
might prefer a brief policy that gives them wide discretion. However, students 
will likely benefit from a gambling policy that is more prescriptive, starting with 
a definition of gambling and an illustrative list of what is prohibited, which only 
12% of schools had done. If college administrators clearly defined the actions that 
would get students in trouble and provided details about the levels and types of 
punishment for violating the gambling policy, then a reduction in student 
violations would be more likely to occur. Moreover, students who are in need of 
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help might be more willing to come forward if they knew that problem gambling 
treatment and recovery were available, and that the school would accommodate 
their treatment and recovery while they remained in their classes. 
Overall, the policies were more supportive than punitive. Schools in this 
sample are way ahead of the nation with a prevalence rate for collegiate recovery 
programs nearly ten times higher than that reported by the Association of 
Recovery in Higher Education for all US campuses. Most schools with a 
gambling policy allow students to take a medical leave of absence to address 
mental health issues, which would include gambling disorder. However, schools 
could go further to support students by reducing penalties if they seek help and 
putting supports in place if they wish to remain in school as they work towards 
recovery. Some of this is likely already happening on a case-by-case basis. If 
schools included more support for students as part of their gambling policy, as 
they often do with alcohol and other drug misuse policies, it would help raise 
student awareness about what supports are possible and might lead to a greater 
number of students with gambling disorder who are recovering. 
Only 41.0% of the sampled colleges and universities provided students 
with resources such as problem gambling screens, general information about 
problem gambling, or links to treatment. This rate is approximately 95% higher 
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than was reported by the 2017 Canadian study. This might be related to 
methodological differences between the two studies. For example, in this study I 
used the search function of each school’s website to identify problem gambling 
resources, while Zhao et al. focused on campus counseling center websites (204). 
However, it is also possible that U.S. colleges are doing a better job of providing 
students with support and resources to help them identify, treat, and manage 
their mental health, as evidenced by the higher prevalence of gambling policies 
and the high prevalence rate for collegiate recovery programs and providing 
medical leaves of absence. 
The lack of website resources on problem gambling could mean that many 
schools are relying on links to third-party venders for that material. A few 
schools in the sample did provide links to The National Center for Responsible 
Gambling, but none linked directly to NCRG’s collegegambling.org website that 
includes general information, screens, and self-help tools to address problem 
gambling. Given the amount of effort NCRG put into developing their suite of 
tools and resources for colleges and universities, these findings indicate a need 
for NCRG to do more outreach to these institutions.  
There are organizations that provide mental health resources to college 
students but have not yet addressed problem gambling. One example is 
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Screening for Mental Health (SMH). SMH provides a variety of mental health 
screens and general information for college students, but at the time of this 
study, they were not providing resources or screens related to problem 
gambling. These issues could be resolved easily if enough schools reached out to 
SMH to request that gambling resources be added to their website.  
 Based on the latest estimates from the Association of Recovery in Higher 
Education, in 2017, there were 190 U.S. colleges and universities that provide 
some level of addiction recovery support through a collegiate recovery program, 
representing about 5% of all colleges and universities. The present sample of 
schools was much more supportive of recovery, with 41.0% reporting having a 
campus recovery community. However, only 6.3% of these collegiate recovery 
programs made any mention of problem gambling or gambling disorder on their 
websites. As campus recovery communities continue to expand across the U.S. 
they should work to encourage affiliated programs to incorporate behavioral 
addictions such as problem gambling as part of their efforts to support students 
in addiction recovery. 
4.1.2 Implementation of the Task Force on College Gambling Policies recommendations 
This study also assessed how many of the 2008 Task Force on College 
Gambling Policies recommendations the sampled colleges and universities had 
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implemented. I found that by 2017 most of these schools were following at least 
some of the recommendations. With partial scores for the recommendations that 
included multiple components, on average schools implemented fewer than two 
of the nine Task Force recommendations that I assessed. These results indicate a 
real need for problem gambling advocates to encourage colleges to improve their 
policies.  
The most commonly adopted Task Force recommendation was providing 
students with a medical leave of absence to address mental health problems. 
About one third of the schools were measuring student gambling behavior, with 
most using the American College Health Association National College Health 
Assessment (ACHA-NCHA II). This instrument includes two questions about 
gambling: 1) Did you gamble in the past year? and 2) Did your gambling 
behavior negatively impact your academics? Colleges and universities need to 
expand their surveys to include more gambling measures if they want to have a 
clearer picture of how problem gambling is impacting students on their campus.  
The findings of this study are similar to what has been seen with college 
alcohol prevention efforts. Nelson and colleagues assessed how colleges were 
doing in implementing NIAAA Task Force recommendations six years after the 
report was released and found that few institutions were following the 
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guidelines (155). What is clear from the present study is that too few colleges and 
universities have brought people together to work to address problem gambling 
in a comprehensive way.  
4.1.3 Association between state- and school-level characteristics and gambling policy 
 In both univariate and multivariate logistic regression analyses, many of 
the examined state- and school-level characteristics were not associated with 
schools having a gambling policy in 2017, nor with schools acting to implement a 
policy between 2003 and 2017. In both cases, the most strongly associated 
predictor variable was the 2003 prevalence of student gambling during the past 
school year. To my knowledge, the gambling-related data from the College 
Alcohol Study were not reported back to participating schools. Hence, if campus 
officials were aware of the prevalence of gambling among their students, that 
would have come from their own assessments. Schools that did not know their 
prevalence rate was high were most likely seeing a large number of students 
with problem gambling, thus motivating the implementation of a gambling 
policy.  
4.2 College problem gambling policy and programming guide 
Problem gambling is a serious issue on college campuses, affecting an 
estimated 16.3% of students in the U.S. To address this issue, the Task Force on 
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College Gambling Policies recommended that colleges and universities 
implement a series of ten policy recommendations to improve their gambling 
policies and support students in recovery from gambling disorder. These 
recommendations were grouped into three areas: 1) on-campus prohibitions and 
restrictions; 2) recovery recognition and facilitation; and 3) special events.  
To improve college gambling policies and programming, I recommend 
revising the previous set of recommendations to take into consideration the 
policy guidance that has been developed for other areas of college health, in 
particular substance use prevention. Alcohol and other drug use are different 
expressions of addiction, but along with problem gambling they are part of a 
larger mental health syndrome (83). Therefore, college gambling prevention, 
intervention, and treatment efforts can be informed by what has already been 
evaluated to prevent and treat students’ alcohol and other drug use. 
Accordingly, college health practitioners should work to incorporate responsible 
gambling programming into their existing substance use prevention efforts. 
In this guide, I describe how a college health practitioner might better 
address problem gambling on campus by using SAMHSA’s Strategic Prevention 
Framework (SPF). Each college and university is unique, in the prevalence of 
problem gambling on its campus, how the surrounding environment influences 
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those problems, and what resources are available for addressing these problems 
and the contributing factors in the environment. SAMHSA’s framework, 
illustrated in figure 4.1, provides college health practitioners with a step-by-step 
guide for program and policy implementation.  
Figure 4.1. SAMHSA’s Strategic Prevention Framework. 
 
4.2.1 Step 1. Conduct a campus needs assessment  
College health practitioners need to understand their student population 
and the campus environment before they can plan and implement new gambling 
policies and programming. Practitioners who start with a needs assessment will 
be able to determine what resources are available in the community, work with 
previously collected student data, and examine other available information to 
gain a better understanding of the campus environment and the scope of the 
109 
 
problems facing the school. There is no one-size-fits all solution to problem 
gambling, so having this information is essential for effective planning and 
implementation, as well as for the iterative evaluation shown as step 5.  
Importantly, the needs assessment is necessary to explain the scope of the 
problem to key stakeholders and to make the case for new resources to address 
it. An effective needs assessment answers the following questions: who is 
gambling; what problems are they experiencing because of their gambling; when 
are these gambling events and problems occurring; and where are they 
occurring? Having the answers to these questions and then framing the problem 
in the context of the institution’s educational mission will go a long way to 
gaining support from campus leadership.  
To conduct the needs assessment, college health practitioners should 
begin with a systematic scan of their local environment. A useful strategy is to 
explore the campus and community on foot to assess the availability of gambling 
opportunities and promotions for different types of gambling. How many 
businesses near campus offer opportunities to gamble? Are there a lot of 
gambling advertisements? Are promotions posted on campus bulletin boards to 
promote local gambling establishments? Are there discarded lottery or casino 
receipts on the floor or in the trash? Are students on their smartphones playing 
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fantasy sports? Are they playing cards or poker chips found in dorm rooms? Are 
any students wagering on games of skill such as pickup basketball games, darts, 
or billiards? 
As part of the needs assessment, practitioners should review existing 
campus gambling policies as well as any supporting resources and materials. 
Also important are meetings with key stakeholders to glean information based 
on their observations and experience. If possible, practitioners should plan to 
survey students to determine the prevalence of student gambling, problem 
gambling, and its negatives consequences.  
All of this information will be useful for targeting prevention and 
treatment efforts to specific campus areas or certain student subgroups and in 
establishing baseline data for the evaluation.  
Once college health practitioners have assessed the campus and 
community, it is time to consider other data collection efforts. Depending on the 
resources available, the practitioners will need to decide if they can collect 
extensive survey data about student attitudes, beliefs, and gambling-related 
behaviors. This might not be possible for colleges and universities with little or 
no resources. Otherwise, schools that are already collecting other health data 
might be able to add gambling questions to existing surveys.  
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Examples include the American College Health Association-National 
College Health Assessment II (ACHA-NCHA II) and EverFi’s AlcoholEdu for 
College surveys. The ACHA-NCHA II survey only includes two questions about 
gambling, but does allow schools to add questions for a modest fee. EverFi’s 
AlcoholEdu for College does not include any gambling questions, but also allows 
schools to add questions for a fee. The benefit of this approach is that these 
surveys provides data on other important health topics: ACHA-NCHA II covers 
a wide variety of health topics, while AlcoholEdu includes several measures of 
alcohol and other drug use.  
An alternative approach would be for college health practitioners to 
develop a survey and send it out to students. This would provide greater control 
and flexibility in the types of measures that can be used. Many schools have 
access to web-based survey programs such as Qualtrics or Survey Monkey that 
can be used to develop and distribute online surveys.  
Another useful method of data collection to consider is group interviews 
or focus groups. This approach will provide useful qualitative data that can 
provide context to the other collected data including student behavior data, data 
from walking around campus, and interviews with key staff around campus and 
in the community. Other data to collect, where applicable, would include student 
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life, residence life, and athletic department gambling policy violations.  
Analysis of these data can be done by college health practitioners or by a 
program evaluator or faculty member who ideally is a member of the campus 
committee. These analyses can be used in outreach materials to members of the 
campus community, and in presentations to raise awareness and build capacity 
for new prevention and treatment efforts. Most importantly, they will inform the 
selection and implementation of gambling policies and programs  
4.2.2 Step 2. Building institutional capacity 
Once college health practitioners understand the scope of problem 
gambling on campus, what is currently being done to address it, and available 
resources, the next step is to build up the school’s capacity to address the 
problem. To begin, practitioners will want to raise awareness on campus and in 
the community about how problem gambling affects students and the larger 
campus community. To gain more buy-in from campus leadership and the 
community at large, they should connect their problem gambling prevention 
efforts to the school’s academic mission and ensure they are consistent with the 
community’s shared values (213).  
The National Center for Responsible Gambling has developed a website 
(www.collegegambling.org) with resources for campus administrators and 
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college health practitioners. For college health practitioners, NCRG provides 
resources such as fact sheets, brochures, and posters to inform students about 
gambling and problem gambling (http://www.collegegambling.org/campus-
health-professionals). These materials can be used in conjunction with their own 
data collection efforts to give community members a fuller picture of the scope of 
the problem and how they might address the problem locally. Practitioners 
might also benefit from speaking with experts in the field of problem gambling 
and reviewing existing literature about problem gambling on college campuses. 
One place college health practitioners can save time is by checking to see if their 
campus has an existing committee to address substance use or mental health 
wellness. If they do, this will be a primary group of stakeholders to meet with to 
discuss student problem gambling.  
Practitioners should plan to have conversations with a variety of key 
stakeholders on their campus and in the local community. These conversations 
will likely be a combination of formal meetings and impromptu discussions out 
in the community. The list of stakeholders will vary by campus, but examples 
might include staff in health services and mental health counseling, campus 
police or safety officials, residence life staff, members of the athletics department, 
students, local government officials, department of public health staff, and staff 
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at the state council on problem gambling. Practitioners will want to ask these 
stakeholders what their perceptions are of problem gambling on the campus. 
How does gambling affects the campus community? Are adequate gambling 
policies in place? How are policies currently being enforced? What resources are 
available to help support efforts to reduce student problem gambling (e.g., data, 
staff, informational resources)?  
For schools with an existing committee to address substance use or mental 
health wellness, college health practitioners might propose an expansion of the 
existing committee’s mission to include problem gambling. In this case, 
practitioners will want to emphasize the co-occurring nature of problem 
gambling with substance use and other mental health disorders such as anxiety 
and depression. If the existing committee is uninterested in expanding their 
mission or if the school does not have a committee, practitioners will want to 
establish a new committee that includes key stakeholders from across the 
campus and the community.  
Practitioners will want to get buy-in from the school’s president whose 
philosophical and financial support will go a long way in establishing the 
committee and helping the group achieve its goals and objectives. In fact, among 
the Higher Education Center’s model programs for alcohol and other drug 
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prevention, many cited the strong support of the school’s president and other 
key administrators as one of the keys to their success (213).  
Having the support of the school’s president will make it easier to recruit 
new members with the backgrounds, experience, and connections the committee 
needs to complete its work. As table 4.1 shows, practitioners will want to invite a 
diverse group from across a broad spectrum of constituencies including school 
administrators, staff for college health and counseling centers, athletic 
department officials, student representatives, and representatives from the 
broader community. The most successful committees will be action-oriented and 
have a wide range of skills to support the committee’s work, a broad social 
network and clout in the community, and the time and motivation to achieve the 
committee’s goals and objectives (213). 
Before each meeting college health practitioners will want to set an 
agenda to help ensure an organized meeting. At the end of each meeting they 
should develop an action plan to ensure progress towards their shared goals and 
objectives and delegate tasks to committee members. Practitioners should be 
prepared to invest significant time and effort to keep the committee on task and 
to complete the bulk of the work as other members may end up having limited 
time to support the work of the committee.  
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Table 4.1. Potential members for a campus-community college problem gambling 
committee 
Administrators 
Dean of students 
Residence life 
Office of student conduct 
Campus activities 
Special events  
Health and wellness 
Health services 
Counseling center 
Disability services 
Alcohol and other drug prevention coordinator 
  
Athletics 
Athletic director 
Compliance officer 
Student-athlete counselor 
  
Student Representatives 
Student-athletes 
Student government officers 
Other student organization leaders 
Peer health educators 
  
Other campus Stakeholders 
Marketing department 
Campus ministry 
  
Community Stakeholders 
Local govt (town/city councilor) 
State gambling oversight 
State department of public health 
Industry representative (gov't relations, outreach, 
corporate social responsibility) 
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4.2.3 Step 3. Planning 
The campus-community committee should meet on a regular basis, once a 
month or as frequently as the committee believes is appropriate to plan, 
implement, and evaluate their efforts to reduce problem gambling. In advance of 
the first meeting, committee members should review available resources 
including collegegambling.org and the Division on Addiction’s The Weekly 
Addiction Gambling Education Report (The WAGER), for the latest research 
information about gambling.  
The committee’s first meeting should be for everyone to be introduced, 
and for the college health practitioner to get everyone up to speed on what is 
being done on the campus, what was learned from conducting the needs 
assessment, and what options can be considered to address problem gambling. 
To help committee members better understand what options are available they 
should receive a copy of the recommendations outlined by the Task Force on 
College Gambling Policies.  
Next, the committee should be divided into discussion groups to review 
what was learned from the presentation and then discuss their own experiences 
and observations regarding problem gambling in the campus community. Each 
group should discuss potential goals and objectives, after which the full 
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committee should come back together to review and discuss each group’s goals 
and objectives. After ample discussion, the committee should vote on a set of 
shared goals and objectives for the committee’s work which will inform a logic 
model that the college health practitioner will draft.  
Each discussion group should then fill out the matrix in figure 4.2 to help 
the committee decide how to prioritize which problem gambling issues will be 
addressed. Groups can add additional columns and rows as needed to expand 
the matrix to capture more locations and other areas of concern. Before 
adjourning, the committee will then reconvene to review and come to consensus 
on the set of issues to focus on.  
Figure 4.2. Identifying and prioritizing campus-community problem gambling issues. 
  
To start the second meeting, the committee should briefly review the 
prioritization exercise from the first meeting and then discuss what programs 
and policies are currently in place using the worksheet in figure 4.3. There are 
 Underage gambling Illegal gambling Poor academics Other issues  
On-campus:     
     
     
Off-campus:     
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three categories: 1) prevention and health protection includes programs or policies 
that attempt to stop problem gambling before it becomes severe; 2) treatment 
includes programming and policies that support getting students with more 
severe problem gambling into treatment; and 3) recovery includes any programs 
or policies that support students who are in recovery from a gambling disorder. 
Once the committee has identified the current programs and policies, the 
members should assess how these efforts align with the prioritization exercise 
from the first meeting. If gaps are identified, the committee should work through 
the worksheet in figure 4.3 to determine which additional policies and programs 
might help address those issues.  
Between the second and third meetings, the health practitioner should use 
the committee’s goals and objectives, the prioritization exercise, and the 
programing and policies worksheet to develop a logic model that maps out the 
resources needed to implement the agreed-upon programming and policies, the 
specific activities that each one entails, and the short- and long-term outcomes to 
be achieved by these efforts, both individually and collectively. Logic models are 
a great resource for practitioners to help them think through their programs and 
policies, identify any gaps in their logic, plan for the implementation, and set up 
a rigorous evaluation (214). Initially, the logic model will help guide the 
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Figure 4.3. Selecting prevention, treatment, and recovery efforts for campus-community problem gambling issues. 
 
Social Ecological Model 
Areas for Intervention Individual Group Campus Community State/Federal 
Prevention and health protection           
Form campus-community coalition to address addictive behaviors 
     
Conduct annual review of gambling laws to ensure compliance 
     
Promote gambling laws to raise awareness  
     
Promote gambling disorder as a mental health disorder w/ co-occurring mental health 
disorders 
     
Coordinate between campus and community police to identify illegal gambling 
     
Prohibit gambling at special events 
     
Encourage the use of non-gambling/non-alcohol events 
     
Collaborate with community stakeholders to promote underage gambling prevention 
     
Reduce gambling retail availability 
     
Implement social norms campaign to correct misperceptions 
     
Reduce marketing and promotion of gambling materials 
     
Implement for 1st time gambling policy offenders: SBIRT 
     
Implement for 2nd time gambling policy offenders: Problem gambling assessment, 
personalized feedback, and motivational interviewing 
     
Measure students’ attitudes, behaviors, and problems with gambling 
     
Treatment            
Provide on-campus outpatient gambling treatment 
     
Provide referrals to off-campus gambling treatment 
     
Allow medical leave of absence for problem gambling 
     
Make accommodations for those in treatment to continue with classes 
     
Allow those dealing w/ problem gambling to seek refund/roll over to future semester  
     
Revise policy to allow for adjustments to disciplinary action if students seek help 
     
Ensure counseling staff trained to address problem gambling 
     
Recovery           
Implement campus recovery community 
     
Provide on-campus recovery housing 
     
Provide academic support for students in recovery 
     
Refer students to off-campus recovery group           
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committee’s discussion in meeting three as they formalize plans to move towards 
implementation.  
 At the third meeting, the committee will review the programs and policies 
identified for implementation to ensure they represent a comprehensive and 
integrated prevention program. The health practitioner will then divide the 
committee members into subcommittees organized according to the selected 
programs and policies. These subcommittees, with support from the health 
practitioner, will develop objectives for each policy and program, identify the 
support needed across campus, plan next steps, and propose a timeline for 
implementation. The practitioner should identify at least one program or policy 
in the early stages that is easier to achieve, as early victories can help sustain the 
group moving forward by helping the group see that change is possible (213).   
4.2.4 Step 4. Implementation 
Once the committee has established a working plan, it will be the health 
practitioner’s responsibility, with ongoing support from each subcommittee, to 
secure the resources the plan requires and to ensure that timelines are met. The 
committee should continue to meet on a regular basis to work through the 
implementation plan. The practitioner’s efforts to sustain the committee long-
term will require continued efforts to nurture the group. One useful tool for 
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assessing the viability of the committee is the Indicators of Constructive 
Mobilization and Engagement for AOD Abuse Prevention Coalitions seen in figure 2 
in Experiences in Effective Prevention (213). 
4.2.5 Step 5. Evaluation 
When resources are scarce, evaluation is often the step that gets neglected. 
To prevent this, college health practitioners should try to partner with 
researchers at the school who conduct research and evaluations in the areas of 
public health, psychology, sociology, or human behavior. Practitioners should 
not wait until the programming and policies are implemented to begin this 
process. In fact, planning for the evaluation should be part of the initial planning 
phase to provide time for developing an evaluation plan that fits the logic model, 
and possibly securing a grant or direct funding from governmental or 
nongovernmental agencies. If funding is being provided internally, then the 
practitioner should work to ensure adequate funding for long-term follow-up so 
that the school’s problem gambling prevention and treatment efforts can be 
assessed on an annual basis. 
The evaluation results should be used to start the Strategic Prevention 
Framework process over again. Policies and programs deemed to be ineffective 
should be removed, and efforts should be initiated, taking into account what the 
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latest research shows is effective in preventing or reducing problem gambling 
among college students. 
4.3 Limitations 
 This study has three important limitations. First, the study examined 
information publicly available on each college or university website. It is possible 
that only printed policy documents or supporting materials were distributed to 
students. Also, student health and counseling staff may have shared problem 
gambling resources with students when meeting with them.  
 Second, most of the schools in the sample did not describe the punishment 
for violating their gambling policy. By limiting the analysis to web-based 
content, I did not learn about unwritten or unpublished rules that might guide 
how school administrators dispense punishment on a case-by-case basis.  
 Finally, it remains unclear what if any role that being part of the College 
Alcohol Study played in prompting colleges and universities to develop new 
gambling policies. That study’s final survey in 2003 asked students about their 
gambling behavior. Shaffer et al.’s alcohol and gambling policy analysis, 
published two years later, might have drawn the attention of student health 
officials at the participating schools, leading them to make adjustments in their 
gambling policies and programming beyond what non-participating institutions 
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may have accomplished. This means that the present study’s results may not 
generalize to all U.S. institutions of higher education. 
4.4 Strengths 
One of the study’s strengths is its reliance on a data collection method that 
is similar to how college students themselves would be likely to search for 
information about their school’s policies, as well as resources to address any 
gambling-related problems they are experiencing. Another strength is the use of 
an existing sample of colleges and universities which made it possible to assess 
changes in gambling policies between two time-points. This also allowed me to 
explore whether potential predictor variables measured in 2003 were associated 
with policy implementation in 2017. Of particular interest was that gambling 
prevalence rates in 2003 were associated with having a gambling policy in 2017. 
4.5 Future research  
Future research could expand on what was learned in the present study 
by making several adjustments to the methodology. First, to address the 
limitation that the 2003 wave of data collection might have acted as an 
intervention, researchers should consider identifying a new sample of colleges 
and universities to determine if the prevalence of student gambling policies is 
similar to what was seen in this investigation. A new study sample would also 
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provide researchers an opportunity to assess a larger sample of colleges and 
universities, which in turn would make it possible to examine the association 
between a wider variety of state-level and school-level characteristics.  
In addition to having a larger sample, researchers should consider 
stratifying the sample of colleges and universities by enrollment size and 
governance. Researchers should take care to include two-year colleges and to 
oversample for small, women’s only, and historically black colleges. Future 
research also would benefit from an international sample of post-secondary 
schools that examines differences in college gambling policies by country. 
Second, researchers also should consider adding new measures to assess 
the association between student gambling policies and state-level economic 
factors, such as the total amount of tax dollars collected by type of gambling, a 
revised Regional Index for Gambling Exposure that takes into account more than 
just casino gambling; state-level problem gambling measures such as the number 
of gambling helpline calls or the number of people who sign up for casino 
voluntary self-exclusion; and school measures such as the size of student-athlete 
and fraternity and sorority populations at each school.  
Finally, in addition to policy analysis; future research should consider 
surveying college administrators, college health practitioners, and members of 
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campus-community task forces to determine their awareness of problem 
gambling, as well as what programming and policies are in place to address it. 
4.6 Conclusion 
The results of this study show a significant increase in the number of U.S. 
colleges and universities with a student gambling policy. Of course, quantity 
does not ensure quality. Similar to what was discovered in recent reviews of 
college alcohol policies (155), most colleges and universities are not 
implementing comprehensive and effective policies and programs to reduce 
problem gambling among their students. Campus administrators and health 
practitioners should look to the College Problem Gambling Policy and Programming 
Guide outlined in this chapter as a roadmap for how to assess their own 
campuses, implement more effective policies and programming, and evaluate 
their efforts. Future gambling policy studies should expand beyond this study’s 
methodology to include new measures that might be associated with college 
gambling policies, as suggested by the insights from college administrators and 
college health and counseling staff. Future research could also explore 
differences between the U.S. and other countries, as was done in a recent study 
conducted in Canada. 
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Appendix A. E-mail Requesting College Gambling Policies 
 
Subject: Request for All Information Related to Student Gambling Policy 
Body of message: 
To Whom It May Concern: 
 
I am a doctoral candidate at the Boston University School of Public Health. 
Under the auspices of Dr. William DeJong and as part of my dissertation, 
“Reassessing College and University Gambling Policies: How Have Schools 
Changed from 2003 to 2017,” I am reviewing gambling policy and prevention 
materials from a scientifically selected sample of colleges and universities from 
across the United States. This selection strategy identified your institution as part 
of the study sample.  
 
I have done a search of [Institution’s Name], but, before I begin reviewing the 
information, I want to make sure the policy review is as thorough and inclusive 
as possible. Consequently, I hope you can help by e-mailing to me electronic 
copies of all gambling related policy and prevention materials you are using at 
your institution. Examples include copies of your student handbook, code of 
conduct, or other gambling policy related materials, and any print or web-based 
materials that educate and inform students and staff about the risks of problem 
gambling. 
 
The results of this policy analysis will be reported in aggregate as part of my 
dissertation. I will not identify specific colleges. I do intend to publish a scholarly 
report to help institutions across the U.S. develop gambling policies of their own.  
 
If I do not hear back from you, I will plan to follow-up in one week. If you are 
not the appropriate person to handle this request, please let me know which 
department(s) or individual(s) you think might be better suited to answer my 
request.  
 
I appreciate you taking the time to read and respond to my request. 
 
Thanks, 
John H Kleschinsky, MPH 
Boston University School of Public Health 
[Phone][E-mail] 
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Appendix B. Follow-up Contact  
 
Follow-up e-mail request 
Subject: Please Respond, Seeking Information About [Institution’s Name] Student 
Gambling Policy 
Body of message: 
To whom it may concern, 
 
Last week, I sent you a request seeking information about [Institution’s Name] 
gambling policy and any related prevention materials. As a reminder, I’m a 
doctoral candidate at the Boston University School of Public Health where I am 
working on my dissertation, “Reassessing College and University Gambling 
Policies: How Have Schools Changed from 2003 to 2017 under the auspices of Dr. 
William DeJong.  
 
I selected [Institution’s Name] as part of a nationally representative sample of 
institutions. The results of the policy analysis will be reported in aggregate as 
part of my dissertation and as part of a report to help institutions across the U.S. 
develop gambling policies of their own.  
 
I’ve done a search of [Institution’s Name], but before I begin reviewing the 
information, I wanted to make sure the policy review is as thorough and 
inclusive as possible. If you wouldn’t mind, please e-mail to me electronic copies 
of all gambling related policy and prevention materials you are using at your 
institution. Examples include copies of your student handbook, code of conduct, 
or other gambling policy related materials, and any print or web-based materials 
that educate and inform students and staff about the risks of problem gambling. 
 
I appreciate you taking the time to read and respond to my request. 
 
Best, 
 
John H Kleschinsky, Doctoral Candidate 
Boston University School of Public Health 
[Phone][E-mail] 
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Follow-up telephone script 
 
Hi, my name is John Kleschinsky, I’m a doctoral candidate at the BU School of 
Public Health. I’m looking to speak with [Institution Contact] about an e-mail I 
sent last week. I’m doing a policy analysis of a scientifically selected sample of 
institutions from across the U.S. I’m looking at institution’s student gambling 
policies and prevention materials.  
 
Are you the right person to speak with about your student handbook, code of 
conduct, and student policies?  
 
[If yes] 
Great. Where can I find the most recent copies of your institutions student 
handbook, code of conduct, and student policies? 
 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
[If no] 
Well I don’t want to take up too much of your time, do you know which 
department might be the best to speak with about this request? Is there a specific 
person I should speak with? Do you have their contact information? 
 
Department: _______________________ 
Contact Name: _______________________ 
Contact Phone number: _______________________ 
Contact E-mail address: _______________________ 
 
 
Thank you so much for your time, I really appreciate it. 
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Appendix C: College Gambling Policies Coding Sheet 
 
Instructions 
1. Please read the entire coding sheet before beginning to code your first policy. 
Familiarity with the variables and response options will improve accuracy 
and minimize errors. 
2. For variables with response options, write the number corresponding to the 
option you have selected in the shaded portion of the row. 
3. For open-ended variables, please write legibly in the shaded space provided. 
If you need more room, please continue on the back of the page. 
4. If the information you want to enter for a variable is not represented by any 
of that variable’s response options, please make a note for the arbiter 
indicating what you think the proper response should be. 
5. Please enter a response for each variable. Do not leave any variables blank. 
6. PLEASE USE THE FOLLOWING GUIDELINES WHEN CHOOSING 
YOUR RESPONSES: 
 
A. “Current document” refers to the student handbook or other 
supplemental documents (i.e., code of conduct or supporting web-
based materials) that is being coded. Use only the current document 
when selecting your answers.  
B. “Policy” refers to an official institution rule as laid out in the student 
handbook, catalog, or other official document (i.e., current document). 
“Gambling policy” refers to an official institution rule regulating either 
illicit or legal betting or wagering among students.  
C. MISSING DATA: (a) If the information for a variable is not provided 
in the policy, select the appropriate response if one is provided (e.g., 
“88 = don’t know”).  
D. If an institution does not explicitly state within the given documents 
that a policy on a topic exists, you should assume that such a policy 
does not exist. For example, if the coding sheet asks whether the 
current documents contain a policy on XYZ, and there is no mention 
of policy XYZ in the available documents, the answer to this 
question should be “NO.”
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School ID:______ 
College Gambling Policies: Coding Sheet 
 
Variable Response Options (If applicable) 
Record Keeping Variables 
Date of coding 
 
(Month/Day/Year): 
 
This sheet coded by 
 
  
School ID number 
 
See excel file listing institutions by state  
Types of current document assessed 
(check all that apply) 
(1) Student handbook; (2) Student code of conduct; (3)    
(3) Housing Policies; (4) College/university supplemental 
materials; (5) Other (specify): 
 
Eligibility Criteria 
If the answer to one or more of these 
items is “No,” please stop coding the 
current policy. 
Does the current document prohibit, govern, or otherwise affect 
or concern gambling on a U.S. college or university campus? 
 
Is the current document currently in effect? 
 
Was the current document available for review by June 15, 
2017? 
 
No 
Yes 
No 
Yes 
No 
Yes 
Key Institutional Characteristics 
State ______________________________  
U.S. Census Region (1) Northeast 
(2) South 
(3) Midwest/North Central 
(4) West 
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Governance (1) Public 
(2) Private 
 
Size (1) Undergraduate enrollment ___________ 
(2) Total enrollment                   ___________ 
 
Enrollment categories (1) 1-1,999 students 
(2) 2,000 to 4,999 students 
(3) 5,000 to 9,999 students 
(4) 10,000 to 19,999 students 
(5) 20,000 to 29,999 students 
(6) 30,000 or more students 
 
Campus Setting (1) Urban 
(2) Rural 
(3) Suburban 
(4) Town 
 
      
Gambling Policy 
Does the current document contain a 
written policy on gambling? (If no, 
please stop coding this Institution) 
(0) No 
(1) Yes  
 
 
1. Does the current document define 
gambling? 
(0) No 
(1) Yes  
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2. Does the current document state 
that all gambling is prohibited on 
campus?  
(0) No 
(1) Yes - list penalties: ___/___/___/___/___ 
 
Penalties: a. mandated intervention; b. probation; c. 
restrictions; d. suspension; e. dismissal; f. local legal action; g. 
determined on case by case basis; h. graded by # of offenses; i. 
graded by seriousness of offense; j. parental notification; k. 
referral to school judiciary committee; 
l. confiscation 
 
 
3. Does the current document state 
that all gambling is prohibited off 
campus?  
(0) No 
(1) Yes - list penalties: ___/___/___/___/___ 
 
Penalties: a. mandated intervention; b. probation; c. 
restrictions; d. suspension; e. dismissal; f. local legal action; g. 
determined on case by case basis; h. graded by # of offenses; i. 
graded by seriousness of offense; j. parental notification; k. 
referral to school judiciary committee; 
l. confiscation 
 
 
4. Does the current document indicate 
that punishment escalated for each 
subsequent offense? 
(0) No 
(1) Yes 
 
5. Does the current document indicate 
that the punishment is different for 
specific types of gambling? 
(0) No 
(1) Yes 
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5a. If yes, please describe  
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6. Does the current document 
contain a policy on each of the 
following                                 
Yes                 
No                 
6a. If yes, is it:                                 
Prohibited                 
Discouraged, but not 
prohibited                 
allowed among students                                 
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7. Does the current document contain 
a policy on students who have a 
gambling problem upon entering the 
college/ university? 
(0) No   
(1) Yes  
     (  ) Campus allows students with a gambling problem to 
enter school 
     (  ) Campus allows students with a gambling problem to 
enter school with restrictions 
     (  ) Campus does not allow students with a gambling 
problem to enter school 
 
8. Does the current document contain 
a policy on students who develop a 
gambling problem after entering the 
college/university? 
(0) No 
(1) Yes  
     (  ) Campus allows students who develop a gambling 
problem to remain at school 
     (  ) Campus allows students who develop a gambling 
problem to remain at school with restrictions 
     (  ) Campus does not allow students who develop a 
gambling problem to remain at school  
 
 
9. Does the current document contain 
a policy on students who are in 
gambling recovery upon entering the 
college/ university? 
(0) No   
(1) Yes  
     (  ) Campus allows students in gambling recovery to enter at 
school 
     (  ) Campus allows students in gambling recovery to enter 
school with restrictions 
     (  ) Campus does not allow students in gambling recovery to 
enter school 
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10. Does the current document 
contain a policy on students who 
enter gambling recovery while 
attending the college/ university? 
(0) No   
(1) Yes  
     (  ) Campus allows students who enter gambling recovery to 
remain at school 
     (  ) Campus allows students who enter gambling recovery to 
remain at school with restrictions 
     (  ) Campus does not allow students who enter gambling 
recovery to remain at school 
 
11. Does the current document 
indicate that the campus operates a 
recovery program for students with 
gambling disorders? 
(0) No  
(1) Yes  
  
 
12. Does the current document 
indicate that the campus makes 
referrals to an off-campus recovery 
program for students with gambling 
disorders? 
(0) No  
(1) Yes  
  
 
13. Does the current document make 
clear all the different ways the 
campus informs students about the 
official school gambling policy? 
(0) No (skip to question 14) 
(1) Yes  
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     13a. How does the campus inform 
students of the official school 
gambling policy? (Select all that 
apply) 
(1) Student handbook 
(2) Mailings/handouts 
(3) Student seminars/information sessions 
(4) Posters/signage 
(5) Web site 
(6) E-mail 
(7) Social media 
(8) other: _____________________ 
 
14. Does the current document 
contain a policy permitting students a 
leave of absence to participate in a 
gambling recovery program? 
(0) No (skip to question 15) 
(1) Yes  
 
 
 
14a. What is the financial policy 
toward students on a leave of absence 
for the treatment of a gambling 
disorder? 
(1) Tuition reimbursement 
(2) Frozen tuition (to be applied upon student’s return) 
(3) Forfeiture of tuition 
(4) Other: _______________________ 
 
 
14b. What is the academic policy         
toward students on a leave of absence 
for the treatment of a gambling 
disorder? 
 
(1) Student may continue to study and complete assignments 
outside the classroom 
(2) Forfeiture of any partial semester 
(3) Other:_____________________ 
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15. Does the current document 
contain a policy allowing students in 
a gambling recovery program to 
participate in treatment while living 
in a dormitory on campus?  
(0) No 
(1) Yes  
     (  ) Students in gambling recovery permitted to live in dorm 
on campus 
     (  ) Students in gambling recovery permitted to live in dorm 
on campus with restrictions 
     (  ) Students in gambling recovery not permitted to live in 
dorm on campus  
 
Task Force Recommendations 
16a. Does the school have campus-
wide committee to develop and 
monitor comprehensive gambling 
policy OR committee with broader 
focus that includes gambling? 
(0) No 
(1) Yes, gambling task force 
(2) Yes, task force with broader focus that includes gambling 
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16aa. If yes, does the coalition include 
members from the following 
categories (check all that apply)? 
(  ) School administrators (e.g., Dean of students or Residence 
Life, Director of study contact);  
(  ) Health Services (e.g., Director of Health Clinic, Mental 
health director, Director of AOD services, Health promotion, 
peer health); (  ) Researchers, evaluators (e.g., Depts. Psych, 
Social work, Counseling, or Public Health);  
(  )Athletics (e.g., director, counselor, welfare support services);  
(  ) Student Activities/life (e.g., Directors campus activities, 
student activities, student affairs, residence life, School 
orientation, special events) 
(  ) Student groups (e.g., student government rep, Greek 
System rep, peer mentoring, honor societies, student athlete 
groups, other student clubs/organizations; 
(  ) Other campus stakeholders (e.g., marketing and public 
relations, campus ministry rep, diversity program) 
(  ) Community Stakeholders (e.g., community addiction 
treatment services, state Problem gambling council) 
(  ) Industry Stakeholders (e.g., Casino RG Director, Govt 
Relations, manager from lottery retailer) 
(  ) Govt (state/local govt official for exec or leg branch, 
state/local public health office) 
 
16b. Are schools’ policies consistent 
with local, state, and federal laws?  
(0) No 
(1) Yes  
 
16ba. If no, which laws is it 
inconsistent with? (select all that 
apply) 
(0) Local 
(1) State 
(2) Federal 
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16bb. Does the school promote 
campus-wide awareness of gambling 
laws 
(0) No 
(1) Yes 
 
16bc. Does campus and local law 
enforcement collaborate on illegal 
gambling activities (e.g., 
bookmaking) 
(0) No 
(1) Yes 
 
16c. Does the school prohibit 
gambling at special events? 
(0) No 
(1) Yes 
 
16d. Does the school collaborate w/ 
community to reduce problems with 
student gambling (e.g., efforts to 
prevent underage gambling)? 
(0) No 
(1) Yes  
 
16da. Does school restrict/limit 
gambling advertising to students? 
(0) No 
(1) Yes 
 
16e. Does the school adjust discipline 
if violators of gambling policy seek 
assistance (i.e., on-campus outpatient, 
or off-campus inpatient or outpatient 
treatment)? 
(0) No 
(1) Yes 
 
16f. Does the school make reasonable 
accommodations for students focused 
on recovery (i.e., medical leave of 
absence, flexible class scheduling 
while in treatment, refunds for those 
in treatment)? 
(0) No 
(1) Yes  
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16g. Does the school 
measure/monitor students’ attitudes, 
behaviors, and problems with 
gambling through a campus survey? 
(0) No 
(1) Yes  
 
16ga. If yes, how often does the 
school measure/monitor student 
gambling? 
(1) Once a year 
(2) Once every two years 
(3) Once every three years 
(4) Once every 4 years 
 
16h. Does the school promote 
campus-wide awareness of gambling 
disorder as mental health disorder 
with comorbidity with alcohol?  
(0) No 
(1) Yes  
 
16ha. Does the school promote 
responsible gambling principles? 
(0) No 
(1) Yes 
 
16i. Does the school employ 
evidence-based strategies to identify 
and help students with gambling and 
alcohol problems. 
(0) No 
(1) Yes 
 
16j. Does the school support capacity 
of counseling services to identify and 
treat gambling disorders? 
(0) No 
(1) Yes 
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